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‘the autonomic ganglion blocking agent 


administered orally, by intramuscular or subcutaneous injection will often be found of use in the management of 


Hypertension when symptoms demand treatment and routine measures have failed, the use of ' Vegolysen’ 
- in selected cases often provides dramatic relief. 


Peptic ulcer the healing of ulcers may be assisted by the reduction of gastric secretion 
and motility which follows the administration of ' Vegolysen °. 


® now freely available 
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Adrenocortical stimulation appears 

to counteract and control funda- 

mental manifestations of disease— 
: fever from almost any source; pain 
from almost any cause; acute inflammation of 
joints, the eye, the skin, the colon; and it appears 
to endow cells with immunity against a host of 
toxic agents including the majority of allergens. 
Administration of acrHar, representing the phys- 
iologic stimulus for the adrenal cortex, brings 
about rapid release and sustained production of 
all cortical hormones. 


Rarely has a more potent therapeutic agent been 
put in the hands of the profession. 


ACTHAR is available in vials of 10, 15 and 40 
International Units (milligrams). The Armour 
Standard of acruar is accepted as the Inter- 
national Unit: 1 1.U. equals 1 mg. 


ESTABLISHED INDICATIONS: Rheumatoid arthri- 
tis, rheumatic fever, acute lupus erythema- 
tosus, severe asthma, drug sensitivities, 
contact dermatitis, most acute inflam- 
matory diseases of the eys, acute 
pemphigus, exfoliative dermatitis, 

ulcerative colitis, acute gouty 

arthritis and secondary ad- 

renal cortical hypofunction. 


THE LABORATORIES 


CHICAGO 11, ILLINOIS 
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Penicillin G Sulfadiazine 


Potassium, 
Crystalline 
100,000 units. 


Sulfamerazine 
Sulfamethazine 0.167 gm. 
0.167 gm. 


BIOSULFA 


Upjohn 


Offers a new approach to triple Sulfa and 


penicillin oral therapy. 


Sole South African Distributors: 


WESTDENE PRODUCTS (PTY.) LTD. 


22-24 Essanby House, 175 Jeppe St. P.O. Box 7710 
Phone 23-0314 Johannesburg, and at Cape Town, Durban, Pretoria. 
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THE CHEMOTHERAPY OF TUBERCULOSIS 


Quantity 
DEMANDS Qu ali ly 


A tuberculous patient may be called upon to swallow 18 grammes 


of P.A.S. a day for many months on end. Such massive dosage 


accentuates the need for maintaining the highest standard of purity. 


The importance of such control is recognised for drugs where the 


dose is only 0.01 gramme. How much more vital must it be when a dose 


1,800 times as large is repeated daily for half a year or more. 


In the manufacture of ‘ PARAMISAN SODIUM’ purity is 


the over-riding consideration. 


Therefore specify 


‘PARAMISAN SODIUM‘ 


BRAND 


TRADE MARK 


SODIUM para-AMINOSALICYLATE 


FOR ORAL ADMINISTRATION : 


POWDER TABLETS . GRANULES 


OTHER FORMS AVAILABLE AMPOULES JELLY - CREAM 


HERTS PHARMACEUTICALS LTD., WELWYN GARDEN CITY, ENGLAND 
Full Information from 


GM 114 SA BRITISH CHEMICALS & BIOLOGICALS (S.A) PTY. LTD., 259 COMMISSIONER STREET, JOHANNESBURG 
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Coryza and other 


Winter Ailments— 


Simplified Prophylaxis 


Immunisation against the common cold and 
allied respiratory disorders is still an 
imperative need. It concerns patient and 
doctor alike. 


While it may be true that no known prophy- 
lactic is certain to succeed in every case a 
long experience here and abroad has proved 
that a very high percentage of success is 
obtainable through the use of 
‘ANTI-BI-SAN’. 


‘ANTI-BI-SAN’ also has the great advan- 


tage that its administration is oral and brief 
altogether seven small tablets are taken 
over three consecutive days. Nothing could 
be simpler. The resulting immunity, where 
established, starts one week after the course 
is finished and lasts for about three months. 


‘ANTI-BI-SAN’ may be given to children 
and adults: it is absolutely safe and side- 
reactions are very rare. For further details 
about this valuable immunising product 
please write to the Distributors: 


‘ANTI-BI-SAN’ 


FASSETT & JOHNSON, LTD., 72/80 Smith Street, Durban. 


WHEN A PLASMA SUBSTITUTE IS REQUIRED 


Intradex is a 6% 
dextran in normal saline. To ensure freedom from reactions, 
and constancy in composition, each batch is subjected 
to a series of 16 tests — physical, chemical and biological. 


solution of degraded and fractionated 


THE NEAREST APPROACH TO THE IDEAL 


Dextran is a polymer of glucose and isultimately completely elim- 
inated from the body. In Britain itis felt that it satisfied adequately 
the criteria for a plasma substitute. (Brit. Med. J.,1951,2, 591.) 


IS INTRADEX—NOW MADE IN SOUTH AFRICA 


Intradex is effective clinically in cases of shock ; the results being 
almost identical with those obtained when plasma is used. This is 
particularly so in cases of burns. (Bull e¢. a/., Lancet, 1949, 1, 134.) 


Intradex has been awarded The South African Bureau of 
Standards’ mark, and is manufactured in South Africa to the 
specifications prepared by a Committee comprising nominees of 
Provincial Councils, the Medical, Veterinary and Pharmaceutical 
professions and approved by the Council of The South African 
Bureau of Standards. 


Available in 2002. transfusion bottles. MANUFACTURED BY 
AFRICAN DEXTRAN (PTY.) LTD., EDENVALE, JOHANNESBURG 


© THE CROOKES LABORATORIES LIMITED - P.O.B. 1573 JOHANNESBURG ) 
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VARICOSE ULCER of 27 YEARS DURATION 
HEALED IN 5 MONTHS 


JUNE 2tst |. "NOVEMBER 24th 


The area of this ulcer on a 72-year-old woman was 56 sq. cms. 


TREATMENT : Elastoplast applied as The ulcer was re-dressed at fortnightly 

follows: no dressing to ulcer. Stirrup from intervals, its area steadily reducing until it 
head of fibula along lateral side of leg, under disappeared completely after twenty-two 
sole and up medial aspect of leg to level of — “eeks- 
tibial tubercle. Long strip from tibial tubercle 
along anterior surface to base of toes. 
Elastoplast applied as continuous circular 
turns from base of toes to tibial tubercle 
enclosing heel, each turn overlapping the 
preceding one by § of its width. Two 
bandages were required and were applied as 
tightly as possible by hand. Patient instructed 
to perform normal household duties. 


ELASTIC ADHESIVE 


Elastoplast COMPRESSION BANDAGES 


TRADE MARK 


ELASTOPLAST ELASTIC AMHESIVE BANDAGES are widely used thoughout the world, because 
they have been found to give the precise degree of compression and grip required for succeessful treatment of 
varicose conditions. Elastoplast is an approved dressing for al] chronic conditions of the leg. It is also invaluable 
as a post-operative dressing, as a strapping for compression and support and for many purposes when a 
comfortable, occlusive dressing or elastic support is required 

Elastoplast elastic adhesive bandages are available in widths of 2°. 24", 3°, 4° ~ § yds. minimum stretched 
length. 


Made in England by T. J. Smith & Nephew Ltd., Hull 
Enquiries: Smith & Nephew (Pty.) Ltd. P.O. Box 2347, Durban 
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new storage requirements 
for all aqueous 
penicillin suspensions. .. 


rysticillin Suspension 


should be refrigerated 


Although Crysticillin Suspension is com- 


~ paratively stable at room temperature, the 

s; stability of all penicillin suspensions is im- 

proved by storage in a refrigerator. For this 

r Paeer: reason, it is now required that all aqueous 
—— penicillin suspensions be stored below 15° C. 


(59° F.). 


need not be refrigerated 


Crysticillin Procaine Penicillin G 
Crysticillin Fortified i” Oil 


Crysticillin Suspension 


Squibb Procaine Penicillin G in Aqueous Suspension 


® ready to inject, without sterilization or aqueous 
reconstitution 


« high initial blood leveis 

e blood concentration remains adequate for 24 
hours Or more in most patients 

+ allergic reactions are minima! 

injection is safe and virtually painiess 


SQUIBB 4 LEADER IW PENICILLIN SESEARCH AND MANUFACTURE 


Further Informetion and Literature is availaibe from 
Protea Pharmaceuticals Limited 
Johannesburg 


P.O. Box 7793 Telephone 33-221! 
Also at Cape Town, Port Elizabeth, East London and Durban 
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For HYPERTENSION 


@ PACYL, a Choline derivative, acts on the parasympathetic system 
in a physiological manner, producing a lasting reduction in cases 
of pathologically raised blood pressure. 


@ PACYL has exceptional merits in relieving the distressing subjective 
symptoms, such as headache, vertigo, insomnia, etc. 


@ PACYL has also proved to be the treatment of choice for ambulant 
patients. No initial rest in bed is required and patients remain at 
work throughout the treatment. 


@ PACYL has a gentle and persistent vasodilator effect and removes 
local vascular spasm, thereby facilitating and improving the general 
circulation. 


@ PACYL has no side effects and there are no contraindications to 
its use. 


Bottles of 50 and 200 tablets 


For further information and samples apply to our Agents: 


LENNON LIMITED, P.O. Box 8389, JOHANNESBURG 


VERITAS DRUG COMPANY LIMITED 


LONDON AND SHREWSBURY, ENGLAND 
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al Catarrh 


The structure of the nasal passages is so complicated that, when 

congestion is present, many parts of the affected areas cannot be 

reached by a liquid vasoconstrictor. The vapour from 

‘ Benzedrine’ Inhaler, however, diffuses throughout 

P the nasal cavity and relieves congestion 
Benzedrine’ Inhaler wherever it exists. Thus it not only 
affords improved respiratory action but also 

helps to re-establish drainage of the 

accessory sinuses — an important factor in preventing 


Rapid in action — Lasting in effect 
acute attacks from becoming chronic 


PHARMACAL PRODUCTS (PTY.), LTD., DIESEL STREET. PORT ELIZABETH 
for Smuth Kline & Prench Internanional Co., owner of the trade mark‘ Benzedrine 
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MINNITT GAS-AIR ANALGESIA APPARATUS 
IMPROVED HOSPITAL MODEL 


The Improved Minnitt Gas-Air Apparatus Hospital 
Model is encased in an attractive cabinet that is mounted 
on Castors. It accommodates two 200-gallon Nitrous 
Oxide side outlet cylinders. 


This apparatus is designed to conform tothe specifications 
stipulated by the Central Midwives’ Board, England, which 
specifies that such apparatus must be capable of delivering 
a 45% Nitrous Oxide in 55% air mixture 


The apparatus is for self administration and is of the 
intermittent flow type, thus preventing the loss of gas 
when the face-piece is laid aside during administration. 


As a safety precaution Bane the state of anaesthesia 
being reached, the angled expiratory mount which con- 
nects the face-piece to the corrugated tubing has a hole 
opposite the face-piece inlet. During administration 
the oa" covers this hole with the index finger and 
should the mixture carry the patient through to 
anaesthesia the finger will fail to keep this hole properly 
closed, thus allowing air to be inhaled. 


The apparatus is, also. often required by doctors for 
administering more concentrated and rapid acting 
analgesia, therefore an accessory for this apparatus known 
as the C.M. Attachment is available at a small additional 
cost. It should be noted that when a C.M. Attachment 
is used the apparatus ceases to conform with C.M.B. 
specifications. 


Provided this attachment is plugged into the apparatus 
24 minutes before required, the initial few breaths taken 
will be at 100% Nitrous Oxide concentration. This will 
induce a rapid analgesia. Once the 24-litre bag has been 
depleted the 45%-55% mixture augmented by a slight 
trickle of Nitrous Oxide is administered for maintenance 
of analgesia. 


Further details concerning this and all other medical 
apparatus supplied by Messrs. African Oxygen & 
Acetylene (Pty.) Ltd., will be given gladly on request. 


AFRICAN OXYGEN &% ACETYLENE (PTY,) 


DIVISION OF THE BRITISH OXYGEN CO., 
MEDICAL DEPARTMENT 
(Incorporating Coxeter & Son, Ltd., A. Charles King Ltd.) 
Head Office 
AFROX HOUSE, Cor. Booysens Road and Webber Street, Johannesburg. 
Branches throughout the Union, Rhodesias, East Africa and South West Africa 
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Dew ald and alike 
‘SULPHAMEZATHINE’ 


SULPHADIMIDINE B.P. TRADE MARK 


‘Sulphamezathine’ has a wide range of anti- common reactions are rarely encountered. Renal 
bacterial action, and can be used wherever a complications do not occur. ‘Sulphamezathine’ 
sulphonamide is indicated. Toxicity is excep- is considered by many to be the drug of choice 
tionally low, and nausea, vomiting and other for children and elderly patients. 


Availabe in the orm of tabets (0.5 gm.); ozenges; ora suspension; powder; and as the 
sodium salt in sterile solution for parenteral administration. 


IMPERIAL CHEMICAL (PHARMACEUTICALS) LTD 
A subsidiary company of Imperial Chemical Industries Ltd. WILMSLOW, MANCHESTER 


Distributed by: 1.C.1. SOUTH AFRICA (PHARMACEUTICALS) LIMITED 
PAN AFRICA HOUSE, 75 TROYE STREET, P.O. BOX 7796, JOHANNESBURG 
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SURGICAL EMPHYSIMA IN ASTHMA 


T. Scurire. 


and 


1. SCHRIRE, 


Cape 
A young man of 21 had been suffering from asthma for 
most of his life. For years he had been able to lead a 
relatively trouble-free existence by the constant applica- 
tion of an adrenaline spray, but in recent months he had 
had to apply this more and more often. On 25 December 
1951 his condition began to deteriorate, and his asthma 
no longer responded to the inhalation of 1: 100 adrena- 
line. At 7 p.m. on 26 December he was seen in consul- 
tation; he was then in status asthmaticus. 

The patient presented a most distressing spectacle. He 
was sitting upright in bed and gasping for breath. The 
right side of his face was swollen, and the right eye com- 
pletely closed. The neck was thick and swollen; the left 
breast was enlarged to about 3 times the normal size, 
and he was bathed in sweat from the exertions of cough- 
ing. Palpation of the chest was diagnostic; the typical 
crepitation and crackling of air in the tissues was unmis- 
takable. It was obvious that in the process of coughing 
the patient had produced a breach in lung tissue, and 
instead of the air escaping into the pleural space, as 
usually occurs, it was entering into the subcutaneous 
tissues. 

While watching the patient in his paroxysms of cough- 
ing it was possible to see the swellings increase in size, 
and soon after this the right breast also began to increase 
visibly in bulk. 

The patient had a little while before this been given 
0.25 gm. Cardophylline, but the relief was only temporary. 
He was at this time injected subcutaneously with 1: 1,000 
adrenaline. Ten minims were injected at once, and then 
one minim was injected every minute until a total of 
2.5 c.c. had been given. The coughing stopped, and the 
status was relieved temporarily. The pulse rate dropped 
from the previous level of 140 per minute to 100 per 
minute, and although the patient felt better he was under- 
standably very worried. The problem was how to stop 
the cough, as with every paroxysm the patient was becom- 
ing more balloon-like in appearance; he was transferred 
to a nursing home for further treatment. 

At about 8 p.m., one hour after he had first been seen, 
the asthma began again. 0.5 gm. Aminophylline was 


M.R.C.P. 


Town 


injected intravenously, and 1.5 c.c. of adrenaline, given 
slowly as before, stopped the attack. At this time the 
first injection of ACTH (25 mg.) was administered, and 
it was later given at 6-hour intervals. Oxygen by a BLB 
mask was not well tolerated and a nasal catheter was 
substituted. At 10 p.m. another paroxysm began, and 
the patient looked in a poor state. He was now very 
swollen, and was coughing and gasping continuously. 
Aminophylline 0.5 gm. was injected intravenously, and 
1.8 c.c. adrenaline was injected subcutaneously as before. 
ihe attack was relieved, but by this time the air in the 
tissues had spread to the groin on both sides as well as 
to both hands. 

A portable X-ray examination of the chest was done, 
and revealed large quantities of air in the tissues, but 
none in the mediastinum. The lungs could be seen clearly, 
and there was no obvious pneumothorax. At 11 p.m. the 
heart rate of 150 per minute was a little irregular. Breath- 
ing, even when the patient was not in a paroxysm, was 
laboured, and it was believed that the pressure of air 
in the neck was embarrassing the heart. By midnight 
the face, neck and torso were so swollen that it was 
apparent that the patient would die unless something 
could be done to relieve the air pressure in the tissues. 
At this stage, after another bout of coughing, it was 
believed that some measure to lower the pressure in the 
tissues was the only way of saving the patient's life. 
Accordingly, at about 1.15 a.m., an operation was per- 
formed in the ward with the patient in his bed. 

Operation. 1.5 cx. adrenaline was injected subcutaneously 
is before, and the patient was in a relatively tranquil state. 
He was placed flat on his back with the neck fully extended 
and 2% procaine was injected into the skin in the line of 
the projected incision. A horizontal incision 6 inches long 
was made about | inch above the sternal notch, and was 
deepened through the platysma. When the yee was 
incised a large quantity of air escaped and this continued 
throughout the operation. The incision was deepened so as 
‘o expose the pretracheal muscles, and the muscles were 
separated to lay bare the trachea below. A finger was inserted 
»n each side of the trachea and behind it and the whole area 
vas well opened as far as could be reached. The wound was 
ot stitched, and vaseline gauze strips were placed along the 
dges. In order not to interfere with the escape of air the 
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wound was not pi . A Sterile towel was then placed over 
the wound and attached to the neck and chin with Elastoplast. 
With each breath the towel flapped in the current of escaping 
air. This continued for 3 days. Penicillin was given in doses 
of 4} million units ¢. i. d. On the Sth day the edges of the wound, 
still very clean, were brought together with a few Michel clips, 
and these were removed 5 days later. The wound by then 
was closed and completely healed 


Post-operative Stage. After operation, adrenaline in 8 minim 
doses was injected at 2-hour intervals; linctus codeine, 2 
drachms, was given ¢. i. d., and the ACTH was injected intra- 
muscularly 6-hourly. Within one hour of the operation the 
patient was given Sod. Seconal gr. 14, and he slept quite 
soundly. There were no more paroxysms of asthma Rhonchi 
in the lungs persisted but cough was minimal; 24 hours after 
the operation the adrenaline was reduced to 8 minims 3-hourly, 
and within 3 days all signs of asthma had disappeared except 
for some scattered rhonchi. The ACTH was tapered off so 
that on the 8th day the patient was receiving 10 mg. b.i.d. 
Adrenaline was stopped on the 4th day, as was the linctus 
codeine. On the 10th day ACTH was stopped and he was 
given Cortisone tablets 25 mg. b.i.d. by mouth. He was dis- 
charged from the nursing home on that dose; 14 days after the 
onset of the attack he felt very well, there were no adven- 
titious sounds in the chest and surgical emphysema had almost 
completely disappeared except for a little air left under the 
breasts X-rays at this time showed no evidence of pneumo 
thorax, emphysematous bullae, air in the mediastinum. fracture 
of the ribs or any other pathology. Some air in the tissues 
could still be seen. 


DISCUSSION 


This rare and interesting condition occuring as a comphi- 
cation of status asthmaticus presented as a difficult thera- 
peutic problem. Uncomplicated status asthmaticus can, 
as a rule, be controlled by adrenaline in doses which at 
times must approach the heroic level. Together with 
intravenous Cardophylline and rapidly administered oxy- 


gen, the status can be relieved temporarily, and often 
broken completely; full recovery may follow, but relapse 
is, however, common. 

To-day, with the use of ACTH given either intramus- 


cularly or by intravenous drip, remarkable results are 
obtained. Cortisone probably will act even more quickly 
and results may be expected within 6 to 12 hours. In 
this case one could not wait, and by the use of adrenaline 
in massive doses it was possible to relieve the patient 
temporarily and to prepare him for the operation 
Adrenaline given as described may be injected in doses 
up to 3 c.c.; these injections can be repeated at intervals. 
Later, hourly or 2-hourly injections of adrenaline in doses 
of 5 to 8 minims must be given until the attack has 
definitely stopped. 

Surgical emphysema is due to air escaping into the 
subcutaneous tissues. Here the air lies in the subcutaneous 
space and lifts the skin away from the deeper structures. 
The limits of the air pockets are determined by the attach- 
ments of the superficial to the deep fascia. The face, 
neck, arms, chest and abdomen can become very distended 
and the scrotum can attain an enormous size. Just below 
the inguinal ligaments the superficial fascia is firmly 
attached to the deep fascia, and thus the air cannot infil- 
trate into the thighs and legs. 

As a rule there is surprisingly little reaction to all this 
air, Apart from a feeling of tightness, discomfort may 
be negligible. Inability to open the eyes because of eye- 
lid swelling is unpleasant and distressing. If the air, 
unchecked, continues to enter into the tissues, gangrenous 
patches of skin may occur as some areas become avas- 
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cular. On occasions the scrotum has been known to 
slough. 

The commonest cause of surgical emphysema is a 
penetrating wound of the lung. Stab wounds of the chest 
are commonly followed by surgical emphysema. The 
lung is injured and a valve-like puncture permits air to 
escape into the pleura. A pneumothorax develops and 
as the pressure rises air escapes through the hole in the 
parietal pleura and enters into the subcutaneous spaces. 
Fracture of the ribs without any external wound may 
also precipitate surgical emphysema. Direct violence to 
the chest may press the ribs inwards, with consequent 
fracture and perforation of the adjacent lung. A pneumo- 
thorax is produced and occasionally surgical emphysema. 
Excessive coughing can also fracture a rib. Mitchell ' 
and Williams* have reviewed this subject, but as the 
fractures are always intraperiosteal, injury to the lungs 
never occurs. O6cechsli* has described fracture of a rib 
in an attack of status asthmaticus. In none of these cases 
described has a tension pneumothorax or surgical emphy- 
sema occurred. Rupture of a subpleural emphysematous 
bulla may produce a pneumothorax which can develop 
into the tension type. As no communication with the sub- 
cutaneous tissues is present, the air escapes into the pleural 
space and continues to do so with each cough and the intra- 
pleural pressure rises. If, however, the base of the bulla 
rests against the peri-bronchial areolar tissue, air may 
escape into these tissues and track alongside the main 
bronchus and trachea and pass into the mediastinum. In 
some cases it may pass through the mediastinal deep 
fascia and appear as deep emphysema in the neck. This 
is not common and is usually due to an abnormally weak 
spot in the fascia investing the mediastinum. 

The escape of air as described may be very dangerous. 
Although the lungs appear to be aerated, the air is under 
tension in the peri-bronchial tissues. The lungs are 
splinted in the inspiratory position and the pulmonary 
vessels are compressed. Inspiration is thus prevented and 
the pulmonary venous blood return is impeded. Cyanosis 
occurs with the chest almost fixed in the inspiratory posi- 
tion. Unless the air escapes into the subcutaneous tissues 
the patient may die from asphyxia. Macklin and 
Macklin * have discussed the mechanism of this form of 
emphysema in detail, and emphasize the urgent necessity 
for releasing the incarcerated air. This is effected by 
incising the neck and exposing the upper mediastinum 
widely. The relief which follows this operation is often 
immediate and dramatic. Surgical emphysema due to 
gas-forming organisms also does occur. The history, the 
local wound, the fever and the other obvious signs make 
the diagnosis apparent. 

Treatment. Uncomplicated surgical emphysema requires 
no active treatment. Unless there is distress, no surgical 
interference should be attempted. The air infiltration into 
the tissues ceases, and within 2 to 3 weeks the air is 
absorbed completely. Small residual pockets of air persist 
for 2 to 3 weeks more, and by then all the air has been 
completely reabsorbed. Should there be any distress the 
pressure must be relieved. A tension pneumothorax is 
treated by inserting a needle into the pleura and the air 
is withdrawn. This procedure may have to be repeated 
within 48 hours if the air reaccumulates, alternatively the 
needle may be left in the pleura with a tube attached 


7 Junie 1952 


to it connected to an under-water drain. The air bubbles 
out until the hole in the lung is sealed off and the needle 
is then removed. 

If mediastinal emphysema is present, the mediastinum 
must be opened to evacuate the air. A transverse incision 
in the neck, similar to Kocher’s incision for thyroidectomy, 
is made and the platysma is cut across. The deep fascia 
is Opened vertically in the mid-line, the strap muscles are 
separated and the thyroid gland is exposed and elevated 
cranially; the trachea is then seen. The upper mediastinal 
Struetures are clearly exposed and the finger is inserted 
behind and on each side of the trachea. The wound 
must not be closed; it is left wide open. About 5 days 
later the wound is closed by secondary suture. The wide- 
spread subcutaneous collections of air may be treated by 
making multiple incisions through the skin (Bailey).° The 


incisions are made under local anaesthesia and should be 
done with due regard to Langer’s lines so that the resulting 
scars leave little permanent disfigurement. 

A tracheotomy may on occasions be indicated where 
the cough is uncontrollable. 


This reduces the tussive 


Department of Anatomy, 


A district surgeon or pathologist giving evidence in a 
criminal case about his post-mortem examination is often 
asked such questions as: ‘How long did the dead man 
live after he received the wound which proved fatal? Of 
what actions was he capable during that period? Was 
he unconscious? Could he talk? .. .° Few medical 
men can have sufficient personal experience to be able 
to give confident answers in all types of case from their 
own knowledge; the rest are obliged to turn to recognized 
authorities for guidance. It is important to remember 
that lawyers are interested in what is reasonably possible: 
unusual or extreme cases then become of importance, 
because what has happened before may happen again. 

Wounds of the heart are among those more certainly 
fatal, and frequently cause death in a short time. Taylor ' 
whose text remains a valuable guide on matters of this 
kind, states: 

*It must not, therefore, be supposed when a person is found 
dead with a wound of the heart, attended with abundant 
haemorrhage, either that the flow of blood took place in an 
instant or that the person died immediately and was utterly 
incapable of exercising any voluntary power. Only one con- 


dition will justify a supposition of this kind; namely, when 
the cavities of the organ are largely laid open.’ 


He quotes numerous cases of long survival, and modern 
surgical experience provides many cases of recovery, with 
or without operation. The ventricles of the heart, and 
to a lesser extent the atria, possess muscular walls which 


*Senior Assistant in Anatomy, University of Cape Town; 
formerly Assistant Government Pathologist, Cape Town. 
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orce of the cough and so diminishes the amount of air 
vhich is forced out of the lung and into the tssues. 
should this be necessary, the largest size of tube tolerated 
hould be inserted so that the greatest benefit is derived 
irom this operation. 

SUMMARY 


\ case of surgical emphysema complicating status asthma- 
ucus is described. The treatment of this case is discussed 
and the causation and treatment of surgical emphysema 
s reviewed briefly. 


We wish to thank Dr. U. Foresta and Dr. N. Taylor for 
allowing us to publish this case. 
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REPORT 


may by their contraction seal off more or less completely 
a small wound, so that leakage of blood is slow or even 
prevented. No such contraction is possible in the walls 
of the great vessels in the superior mediastinum, and 
wounds involving these structures are, therefore, still more 
dangerous and more rapidly fatal. 

British medico-legal authorities are largely devoid of 
case reports of such wounds; only Sidney Smith * relates 
that a boy aged 11 suffered a }-inch long stab wound of 
the aorta at the base of the innominate artery, and lived 
3} days. The surgical literature provides only the experi- 
ence of Elkin® and of Griswold and Maguire.‘ Elkin 
reports one wound of the pulmonary artery | cm. long, 
which he was able to suture; the patient died 2 days later 
after developing pneumonia. No autopsy was permitted. 
Summarizing his experience of wounds of the heart and 
great vessels at a later date ° he lists 38 wounds, of which 
> involved the aorta, one the pulmonary artery (the case 
described above), 10 the atria, and the rest the ventric!es. 
Griswold and Maguire ' report 2 recoveries after suture 
of wounds of the 2gorta, each caused by an ice-pick (a 
sharp pointed spike without sharp edges). The interval 
between wounding and operation was 75 minutes and 2 
hours, respectively. The same authors also summarized 


their experience later on, and in 1947° listed 80 cases, 
im none of which was the pulmonary artery wounded. 
the aorta was involved twice. 

It is apparent that wounds of the pulmonary artery or 
My own experience of fatal 


trunk are not very common. 
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wounds of the heart and great vessels includes 22 cases, 
and in only 2 of these was the pulmonary artery injured. 
The reported cases are few and not all are given in full 
detail. For these reasons the following case may be of 
some interest as showing what is possible in wounds of 
this kind. 

At about 3.15 p.m. on 15 September 1951, a young 
healthy powerful Coloured man was involved in a fight 
in Windermere, near Cape Town, and was stabbed with 
a pocket knife once from the front on the left side of 
his chest. He staggered about 3 paces, fell to the ground, 
rose again and took about § further steps, and then fell 
on the spot where he was found by the ambulance atten- 
dants. The latter, who arrived with commendable rapidity, 
were able to deliver him to the Casualty Department of 
the Groote Schuur Hospital just before 4 p.m. The wound 
was a ‘sucking’ wound, and it was rapidly stitched in 
the casualty theatre. During this treatment the patient 
struggled violently and 3 porters were required to hold 
him down. Admitted to the ward, he managed to sit 
up 3 times, although under restraint. He was conscious 
and rational, and spoke of his sensations intelligently. He 
died at 4.30 p.m., Le. |} hours after being injured. 

At autopsy I found a horizontal incised wound } inch 
long in the third left interspace, the inner end being situ- 
ated §| inch from the mid-line. The track of this wound 
passed across the anterior recess of the pleural cavity, 
perforated the extreme anterior edge of the upper lobe 
of the lung, and passed through the parietal pericardium 
as a wound } inch long. There was a wound } inch long 
in the wall of the pulmonary trunk, in the sinus opposite 
the left anterior cusp of the pulmonary valve, and succes- 


sive wounds of the same length in the left anterior cusp, 


the posterior cusp, and the posterior wall of the pul- 
monary trunk opposite the posterior cusp. The track 
ended in the fibrous tissue separating the pulmonary trunk 
from the aorta and the left coronary artery, without 
injuring these structures. The left pleural cavity contained 
a large amount of clotted blood; the haemothorax ap- 
peared to occupy about one half of the space taken up 
by the lung. The pericardial cavity was also distended 
moderately with clotted blood. Apart from consequent 
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collapse of the lung and mediastinal shift there were no 
further significant autopsy findings. Haemothorax and 
cardiac tamponade were evidently jointly responsible for 
death. 

It is tempting to consider whether the precise site of 
the wound in this case had some bearing on the survival 
of this patient for over an hour. It is possible that during 
systole the cusps (which, though pierced, were still nor- 
mally attached) may have been applied to the walls of 
the trunk in such a way as partially to obstruct haemor- 
rhage from the wounds; during diastole the perforated 
valve cusps undoubtedly made the pulmonary valve more 
or less incompetent, so that the diastolic ‘rebound’ dis- 
tension of the pulmonary trunk would have been less 
than usual, and haemorrhage from the wounds corres- 
pondingly diminished. It must be emphasized that this 
is no more than speculation. There are insufficient 
reports of cases from which to derive what would be an 
average survival in cases of wounds of the pulmonary 
trunk } inch long. The situation of this wound may in 
reality have had no bearing on the period of survival. 


SUMMARY 


The medico-legal aspects of wounds of the great arteries 
of the superior mediastinum are outlined briefly, and the 
literature reviewed. 

A case is described of a } inch incised wound of the 
pulmonary trunk with survival for 1} hours. 


1 wish to thank Dr. R. Turner, Senior Government Pathologist, 
Cape Town, for permission to publish this paper; and Dr. J. 
Youngleson, House Surgeon at Groote Schuur Hospital, for 
clinical details. 
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ABSTRACT 


W. Barck 
Monotrean. 


(1950): 
Aerztl. 


Treatment of 
Wochenschr., 


Méniére’'s Disease With 


856. 


Quinine has been used in the symptomatic treatment of 
otogenic vertigo, as occurring in Méniére’s disease, etc., for 
many years 

Von Barany (Vienna) recommended in 1939 for this purpose 
a combination of 100 mg. of quinine and 40 mg. of papa 
verine (known under the proprietary name of Monotrean), in 
tablet form 

The very beneficial action of quinine-papaverine is now 
corroborated by Barck, otorhinolaryngologist in Karlsruhe 
He treated four patients suffering from chronic dizziness 
caused by hypertension; two of them were cured in a short 
time after having taken 3 or 4 tablets a day. In the other two, 
symptoms were slightly alleviated. Their basic disease was, 
of course, also treated. 

A second group of 10 patients with acute symptoms of 
Méniére’s disease caused by vegetative dystonia (angiospastic 


crisis of the eighth nerve, Kobrak), were also treated with 
quinine-papaverine. The dizziness disappeared in all cases 
either in a few hours, or after one or two days. 

Treatment consisted of 3 tablets a day, one after each meal: 
as soon as symptoms diminished, 2 tablets a day were suffi 
cient. In addition, tients are recommended to follow a 
maintenance course of one tablet a day for a fortnight. 

Barck explains the beneficial effect as follows: Papaverine. 
an alkaloid from opium, has a specific action on the smooth 
muscles, the tension of which is lessened without, however. 
becoming paralysed. Quinine ete | the parasympathetic 
nervous system centrally and enhances the tone of the smooth 
muscles by abolishing inhibition. This last action causes i.a 
Sapaseanes. Quinine-papaverine is therefore a combination 

two vasomotory drugs; the symptoms of Méniére’s disease 
are caused by vasomotor disturbances. 

Quinine and papaverine are both metabolized and excreted 
easily and rapidly, so that cumulative action need not be 
feared 
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[hree independent workers, Wetzel, Chow and Salmi, have 
demonstrated the effects* of vitamin B, by mouth on under- 
nourished and hospitalised children... and the introduction of 
Cytacon Tablets has helped to put these findings into practice. 
Now Glaxo intoduce CYTACON LIQUID, which presents 
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from single | daily dose 


It is easier and more reliable to prescribe a Abidec Drops are easily administered and 

vitamin medication routine than to get the well tolerated. The eight vitamins are 
patient to make the present in a 

For Adults necessary changes in clear, water- For infants 
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South African Medical Journal 
Suid-Afrikaanse Tydskrit vir Geneeskunde 


EDITORIAL 


THE MEDICAL PROFESSION AND PROBLEMS OF 
REHABILITATION 


In February this year the Minister of Health and Social 
Welfare convened a conference to which he gave the 
arresting title Holism in Rehabilitation. An outstanding 
contribution to this conference was the paper read by 
Dr. H. J. Hugo (Medical Director of Public Hospitals 
for the Transvaal) on Medical Aspects of Rehabilitation. 


Dr. Hugo has been impressed by the trend of discussion 
at the International Conference in Brussels in August 1951 
where it was pointed out that since psychological, 
educational and social factors are integral components of 
physical illness, emphasis must be laid on the necessity 
for team-work in treatment and rehabilitation. 


Many countries have realized the necessity for incor- 
porating rehabilitation units with their hospital services 
and such planned units were reported from England, 
France and Belgium; the Economic and Social Council of 
the United Nations has already held its third session on 
this subject. 


In South Africa, in recent yéars hospital after hospital 
has established Departments of Physical Medicine and of 
Occupational Therapy; slowly the need for social services 
for the hospital patient is being recognized. 


In the Transvaal, occupational therapy has been found 
particularly useful in the non-European hospitals, where 
efforts are also being made to meet the rehabilitation 
needs of both in-patients and out-patients. 


Social Services Departments which include occupational 
placement programmes are being established in hospitals 
for acute illness, for the chronic sick and for the young 
handicapped. At the Meerhof Hospital for physically 
handicapped children the rehabilitative programme has 
already proved remarkably successful, but it is probably 
at Tara Hospital that therapeutic and _ rehabilitative 
services have reached their highest degree of integration. 


At this hospital the psychiatrist, the neurologist, the 
psychologist, the nurse, the dietician, the physiotherapist. 
the occupational therapist, the physical educationist, the 
recreational expert, the social worker and the occupational 
placement officer act together as a team. Children as well 
as adults are given the advantages of this many-sided 
therapeutic approach and it is in connexion with the 
Children’s Out-Patient Department that prophylactic work 
is beginning to receive some of the attention it deserves. 
As well as giving guidance in individual problems, the 
Children’s Section seeks to do preventive work by holding 
at least once a week a parental group therapy session 
where general problems are discussed. 
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VAN DIE REDAKSIE 


DIE MEDIESE BEROEP EN REHABILITASIE 
PROBLEME 


Gedurende Februarie laaslede het die Minister van 
Gesondheid en Volkswelsyn ‘n konferensie belé waaraan 
hy die treffende titel Holisme by Rehabilitasie gegee het 
n Uitstaande bydrae tot hierdie konferensie was die ver- 
handeling deur dr. H. J. Hugo (Mediese Direkteur van 
Openbare Hospitale vir die Transvaal) oor Mediese 
ispekte van Rehabilitasie. 

Dr. Hugo het onder die indruk gekom van die trant 
van die besprekings op die Internasionale Konferensie in 
Brussel in Augustus 1951, waar daarop gewys is dat aan- 
gesien psigologiese, opvoedkundige en sosiale faktore 
integrale bestanddele van fisiese siekte is, moet die nood- 
saaklikheid van spanwerk met behandeling en rehabilitasie 
benadruk word. 

Baie lande het die noodsaaklikheid besef om rehabili- 
tasie-eenhede by hulle hospitaaldienste in te lyf, en berig 
van sulke beplande eenhede was ontvang van Engeland, 
Frankryk en Belgié; die Ekonomiese en Maatskaplike 
Raad van die Verenigde Volke het reeds sy derde sitting 
oor hierdie onderwerp gehou. 

In Suid-Afrika het hospitaal na hospitaal in die laaste 
jare Afdelings van Liggaamlike Geneeskunde en Arbeids- 
terapie gestig; stadigaan word die behoefte aan sosiale 
dienste vir die hospitaalpasiént besef. 

In die Transvaal is bevind dat arbeidsterapie veral 
bruikbaar is in die nie-blanke hospitale waar pogings ook 
aangewend word om die rehabilitasie-behoeftes van beide 
binne- en buite-pasiénte te bevredig. 

Afdelings vir Maatskaplike Dienste wat beroepsplasing 
programme insluit, word in die hospitale vir ernstige 
siekte, vir die kroniese siekes en die jeugdige belemmerdes 
gestig. By die Meerhof-hospitaal vir liggaamlik gebrek- 
like kinders het die rehabilitasie programme alreeds buiten- 
gewoon suksesvol geblyk, maar dis waarskynlik by Tara- 
hospitaal wat terapeutiese en rehabilitasie dienste hulle 
grootste mate van integrasie bereik het. 

By hierdie hospitaal tree die psigiater, die neuroloog, 
die psigoloog, die verpleegster, die dieétkundige, die fisio- 
terapeut, die arbeidsterapeut, die liggaamlike opvoedkun- 
dige, die ontspanningsdeskundige, die sosiale werkster en 
die beroepsplasingbeampte saam as ‘n span op. Kinders 
sowel as volwassenes kry die voordeel van hierdie veel- 
sydige terapeutiese benadering en dis in verband met die 
hinders se Buitepasiént-afdeling dat voorbehoedende 

erk sommige van die aandag wat dit verdien begin kry. 
Sowel as om leiding te gee by indiwiduele probleme. 
probeer die Kinder-afdeling voorkomende werk doen deur 

uinstens eenmaal per week ‘n terapie sessie vir ouers te 
hou waar algemene probleme bespreek word. 
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This comprehensive approach to therapeutics is the 
practical application of an integrated concept. The future 
of social medicine lies in its increasing acceptance by the 
profession, which has already recognized the need for this 
realistic and wholesome attitude. This is reflected in the 
important textbook on Social Medicine recently published 
by Dr. E. H. Cluver and a distinguished team of 
collaborators. 


TRAUMA 
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Hierdie omvattende benadering tot terapie is die prak- 
tiese toepassing van ‘n geintegreerde konsep. Die toekoms 
van sosiale geneeskunde lé in die toenemende aanname 
daarvan deur die professie, wat reeds die noodsaaklikheid 
van hierdie realistiese en heilsame benadering erken het 
Dit word weerspieé] in die belangrike handboek oor 
Sosiale Geneeskunde wat onlangs deur dr. E. H. Cluver 
en ‘n vooraanstaande span medewerkers uitgegee is. 


IN TONSILLECTOMY 


ITS PREVENTION 


J. Five, M.B., D.L.O., R.C.P. S., F.R.CS. 
Johannesburg 


In no other surgical procedure anywhere in the body is 
so much battering of tissues perpetrated as in the com- 
paratively small operative field of the tonsil and adenoid, 
whose dissection is practised with such unparalled 
frequency.' 

One should remember that this is a treble operative 
procedure in which we open up 3 separate fields in cases 
with adenoidectomy, and 2 in tonsillectomy only. The 
raw tonsillar beds leave an area of approximately 3} 
square inches in adults, and almost an equal area in 
children with adenoidectomy; one has therefore stripped 
almost half of the oro- and naso-pharynx of its protective 
covering, and left it exposed to sputum—the most infective 
of all human secretions, and partially to the atmosphere: 
if that is not enough, the continuous movements of 
pharynx, tongue and palate add their share of trauma. 

The anaesthetist also lends a hand and so adds to the 
long list of traumatic possibilities. 

The following types of injuries may occur in traumatic 
tonsillectomy : 

1. Physical injuries by the surgeon. 

2. Physical injuries by the anaesthetist. 

3. Psychic trauma. 

1. Physical Trauma of the Tonsillar Fossa and Environs: 
Bruising Excessive tissue excision. 
Haematoma and haemorrhage Avulsion 
Oedema Dislocation and subluxation of 
Lacerations mandibular joint. 

Sites Involved 
Tonsillar fossae 
Pillars of the fauces 
Uvula and soft palate 
Pharyngeal walls. 

Tongue, trachea and carina 


Lips, teeth and gums. 
Larynx 

Oral mucosa. 

The eyes 


2. Trauma by the Anaesthetist: 


Bruising and laceration of:  (e) Epiglottis. 
(a) Intranasal structures (f) Vocal cords. 
(b) Adenoid region. (s) Arytenoids. 
(c) Pharyngeal walls th) Trauma of the eyes 
(¢) Dental trauma. 

3. Psychic Trauma 

Resultant from: 

Hospitalization and anaesthesia——-sequelae 
anxiety, fears, obsessions and night terrors. 

Some of these injuries occur in almost every tonsillectomy, 
depending upon the dexterity of the surgeon and the 
anaesthetist, and the equipment available to both. 


mental states of 


In spite of this formidable list of traumatic possibilities 
it is truly astonishing that the human being can cope so 
successfully with all these insults in the vast majority of 
cases and generally show such little permanent deformity 
or after effects. This is nature's healing power at its best 
Trauma can and should be prevented, and atraumatic 
tonsillectomy is not a theoretical impossibility. I shall 
not attempt to describe the technique of this operation, but 
will merely indicate how trauma arises during operation 
done under general anaesthesia, usually endotracheal, and 
how injuries may be prevented, irrespective of the method 
or technique employed. 

THE GAG 


Forceful and rough application and opening of the gag 


can cause dental, lingual and lip trauma, even with 
subluxation and dislocation of the mandibular joint from 
excessive force. The gag should have rubber or gauze 
protection against the teeth. The insertion should be slow, 
gentle and in the mid-line. The tongue plate should not 
be inserted between the teeth forcefully, nor used for 
leverage to open an unrelaxed jaw. Give the anaesthetist 
adequate time to get the jaw relaxed. If possible, keep out 
of the operating theatre till the anaesthetist calls. Give 
him peace of mind, and time, and do not harass him 
even though he is slow. 


I wish to describe briefly the Mclvor gag. recently introduced 
in the U.S.A. No trauma whatsoever to the teeth is possible 
as the gag engages on the premolars or gums and leaves the 
front teeth free. Its only drawback is that ligaturing is 
slightly more difficult, but this can be overcome with some 
practice (Figs. | and 2). 

The tonsil should be grasped with a Luc’s or similar 
forceps. Toothed forceps bite through friable tonsils and 
frequent biting creates more trauma to adjacent tissues, causes 
early bleeding and makes the operation difficult. The pull 
should be gentle and just sufficient to pull the mucosa taut 
enough for the incision. The initia! mucosal entry should be 
with a sharp knife; the toothed forceps gives a jagged lacerated 
tear. The dissection can be done with a noah dissector or 
oy" dissection, when there is no scar tissue, but should the 
ine of cleavage be crossed by scar tissue, scissors should be 
used. Excessive pulling with forceful pressure by a blunt 
dissector is a common practice. 


A new and improved tonsil suction dissector is now 
available with a universal handle to which can be attached 
several types of suction nozzles. The suction dissector 
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simplifies this operation considerably. Its finely serrated 
edge with constant suction permits rapid dry field dis- 
section with a clear view of the anatomy as the dissection 
advances. The separation of the pillars should be done 
with scissors and the lower triangular suspensory ligament 
should not be torn; scissors should be used here too. 
Remnants of lingual tonsil should be snared off and not 
plucked off. The plicae tonsillaris carry lymphoid 
follicles, hence its clean removal is important. The 
incidence of stumps has been assessed as high as 50%, 
originating in either the upper and lower tonsillar folds 


Fig. 1. 
Fig. 2. 
dissection tube attached. 
ligature carrier 


The Mclvor mouth gag and blade. 


The universal suction handle with tonsil suction 


Two interchangeable tubes. The 


or the lingual tonsil. Bleeding points caught by forceps 
should be tied with minimal traction. The popular curved 
forcep of the Negus type tends to grasp excessive tissue. 
For help in ligation one can obtain a ligature carrier of 
very simple design, made locally. It is invaluable in 
ligaturing the bleeding points out of reach of the fingers, 
e.g. lower pole points. 

The trauma associated with numerous unsuccessful 
attempts at ligation can be considerable. The discomfort 
of patients whose fossae are dotted with unnecessary islets 
of thick ligature material with rigid prickly ends is often 
not appreciated. Linen thread (No. 40) has stood the test 
for many years, being strong and non-irritating. Only 
several yards at a time should be sterilized. 

Powerful suction can cause trauma; the Yankhaur 
suction handle with the screw-on tip is the safest instru- 
ment. If the operation is prolonged, the tongue should 
be released every 15 minutes for 3 minutes; constant 
severe pressure causes blueness with post-operative pain, 
swelling and loss of sensation of taste for up to one month 
Any loosened teeth should be left, unless they are so loose 
that they may be dislodged, when they may accidentally 
enter the air passages: such teeth should be extracted before 
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eration. The milk teeth of children are very frequently 
osened and dislodged owing to their short roots. Use 

the Mclvor gag will completely overcome _ this 
fficulty. 


Adenoidectomy 

1. Damage with possible amputation of the eustachian 
tubal cartilage resulting in deafness. 

2. Exposure of the bodies of the cervical vertebrae | and 
2 by stripping of mucosa and periosteum results in 
periostitis with osteitis. 

3. Islets of lymphoid tissue can be left behind. Use of 

sharpened adenoid curette is advised. The safest is the 
standard St. Clair Thompson type. The adenoid plane is 
good, but owing to the razor edge it can cause stripping 
in unskilled hands. Use of the La Force type tends to 
incomplete removal of the lateral lobes of adenoid. Heavy 
manual force is never necessary for adenoidectomy. Blunt 
curettes will call for excessive force, especially in the older 
child; this means excessive bruising, with damage to the 
tubal orifices and pharyngeal walls, with irregular 
removal. 

Rough palpation of the adenoid space with the index 
finger may bruise the pillars and soft palate, especially in 
very small children. Elevation of the soft palate with 
the dissector will give a satisfactory view of the adenoid 
bed. 

4. Adenoid bleeding * occurs just behind the free margin 
of the soft palate, from the cut surface of the pharyngeal 
mucosa. A very thick edge tends to bleed more; the vessel 
can easily be seen and ligated if necessary. 

The fruits of atraumatic tonsillectomy will in no mean 
way be appreciated by the patient. They are: 

(a) Little or no post-operative pain. 

(b) Infrequent post-operative fever. 

ic) Abandonment of pain-relieving powders 
ispirin-containing gums. 

(d) Quicker healing with minimal scar formation. 
scarred and distorted fossa is a 
traumatic tonsil dissection. 

(ec) Lessened incidence of secondary haemorrhage. As 
healing is by second intention, the possibility of bleeding is 
greater than healing by first intention. With trauma and 
infection, larger sloughs occur, accompanied by more 
granulations and more vessel erosion. ; 

Adults and children alike will swallow and feed with con- 
siderably lessened pain in all cases where minimal trauma 
occurs. This favourable result has been seen in almost 4,000 
dissections in the last 3 years. Where ligatures were used or 
when dissections presented difficulties owing to scarring or 
haemorrhage, post-operative pain, oedema and swelling was 
proportionally increased. 

Anaesthetic Trauma. tar be it from me to advise 
anaesthetists how to prevent trauma. However, I would 
suggest that an unhurried anaesthetic with due regard to 
the teeth, intranasal structures and oro-nasal mucosa will 
minimize trauma to a large extent. 

Moss * states: 

*Ploughing up the pharynx with a laryngoscope in an 
ittempt to dig out an epiglottis from a pool of blood and 
mucus is one of the least inspiring sights of modern 
inaesthesia.” 

The anaesthetist should determine which side of the nose 
is less likely to obstruct the intratracheal tube. He should 
closely inspect the patient's front teeth and not use them 
is leverage for introducing the laryngoscope. Blind 
intubation is a controversial subject, but I feel that in 
the hands of a * gentle * operator trauma will seldom occur. 
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The use of well-lubricated, soft, correctly sized endotracheal 
tubes, passed gently down the wider nasal passage, will 
eliminate trauma. Repeated attempts at biind intubation 
in the hope that the tube might fluke the glottic chink 
are practised too frequently in very lightly anaesthetized 
patients. The agitated vocal cords will go into defensive 
spasm and bar tubal entry. 

Speed in anaesthesia and tonsillectomy is no proud 
reflection on the dexterity of the operator if he leaves a 
trail of injuries. Rag and bottle anaesthetic with the 
notorious smash-and-grab guillotine operation indicates 
creditable speed with discreditable trauma. A very pro- 
longed tonsil dissection, however, carries certain added 
risks, viz. : 

1. Prolonged ischaemia of the tongue. 

2. Prolonged stretching of ligaments of the mandibular joint 
and masseter muscle 

3. A dry parched pharynx. 

4. Final , the usual general effect of prolonged anaesthesia 
on the body tissues, not the least of which is shock 

Excessive Vomiting. Excessive vomiting causes great 
pain and may add to the operative trauma. This vomiting 
is always due to the anaesthetic which, if well controlled, 
will minimize vomiting. It is a fact that an atraumatic 
tonsillectomy coupled with lessened post-operative vomiting 
causes no post-operative pain in children, and they will 
eat and drink as soon as anorexia has worn off, without 
fear of pain. 

When the protective fibrinous membrane has formed over 
the raw surfaces the next day, these children will eat any- 
thing. The thickness and extent of the membrane is in 
direct proportion to the raw area and the trauma to which 
it was subjected. Rapidly healing healthy fossae should 
shed most of the membrane in about 7 days. Textbooks 
have handed down for generations the description of 
severe post-operative pain and its management. None has 
mentioned how it arises and its method of prevention or 
minimization, 

Improvements in technique have been negligible but new 
instruments have been devised; there are powerful head- 
lights available, a wide selection of good enucleators with 
suction dissectors and ligature carriers. The days of 
poking around in subdued light with a large nail of the 
index finger as a dissector are gone. 

Modern anaesthesia by comparison has outstripped the 
advances made in tonsillectomy technique. Much has been 
written about the post-operative sequelae of endotracheal 
anaesthesia, mainly laryngeal obstruction and granuloma. 
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Fortunately, the evidence of these is rare following this 
operation. This may be due to the short operating time 
coupled with minimal trauma. Extended operations in 
excess of one hour appear to cause a proportionate 
increase in incidence. 

The Psychic Trauma. It is regrettable that this subject 
has received so little attention. This trauma originates 
chiefly with anaesthesia and is mainly the anaesthetist’s 
concern. The controversy of whether or not to pre- 
medicate finds no place here. Suffice it to say that if no 
barbiturates are used then, in the case of children, with 
a little patience and tact, the majority can be persuaded 
to blow up the innocuous-looking ‘balloon’ with its 
sinister content of nitrous oxide. Children do not mind 
doing this sitting upright. 

The picture of a screaming, struggling child, forcefully 
subdued, while the anaesthetist wrestles with the head to 
maintain his mask over the terrified face of his subject, is 
to be deplored. The mental imprint of this fearful incident 
is seldom forgotten by children, who live to distrust all 
doctors. This is more than enough to precipitate or cause 
subsequent psychic disturbances. 


SUMMARY 


1. Tonsillectomy, the most frequent operation performed, 
can be associated with mild to extensive trauma in the 
nose, nasopharynx, oro-pharynx and tonsillar region. 

2. Endotracheal anaesthesia is also associated with an 
equally formidable list of physical traumata, with 
psychical trauma in addition. 

3. Selection of the best modern instruments available. 
gentleness, co-operation with the anaesthetist and elimina- 
tion of haste will help considerably in minimizing trauma 

4. Atraumatic anaesthesia and tonsil dissection will give 
rapid, painless convalescence, with no sequelae. 

5. An earnest endeavour should be made by all tonsil- 
lectomists to respect the fragility of the mucosa of the 
pharynx, nose and throat, and to realize that trauma in 
these regions, of even the slightest degree, is suffered in 
exaggerated form by the patient. 
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EMERGENCY HOSPITALIZATION OF YOUNG CHILDREN 
THE PSYCHOLOGICAL EFFECTS 


Guy W. Srevart, M.A., M.Ep.* 


Recent paediatric and psychiatric literature has produced 
descriptions '.* of the syndrome known as hospitalism. 
This condition, most marked in young infants, arises 
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during prolonged periods of separation from the mother 
and home, in hospitals and allied institutions. It is pro- 
posed here, however, to deal with the psychological effects 
associated more peculicrly with sudden hospitalization 
mainly for emergency reasons, e.g. isolation or surgery. 
Although closely related to hospitalism, this problem 
merits special attention because of its emphasis on par- 
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ticular features and its relatively high frequency in the 
experience of children. 

The problem arose during periodic health examinations 
of pre-school children as part of a neighbourhood pre- 
ventive service for a European community in Durban. 
These are conducted for groups of about 8 children at 
a time. The examination of each child is completed during 
a series of 70-minute sessions spaced over 3 weeks. The 
total assessment consists of a general physical examina- 
tion, play analysis sessions, assessment of social adjust- 
ment in a group, and a parent interview. Sometimes 
children are hospitalized and temporarily withdrawn from 
these sessions, returning after discharge to complete their 
examinations. There has thus been an opportunity for 
relatively detailed assessment both before and after 
emergency hospital treatment. 

While there will be considerable variations in the 
reactions of young children to this experience, two major 
factors seem to have a consistent significance. 

Firstly, there is the fundamental fear of being deserted 
and alone. The socio-biological significance of this fear 
has been described by Fromm.® It has ontogenetic conti- 
nuity ranging from the young infant's dependence for its 
very survival on the presence and care of adults, to the 
universal need to belong, to be wanted and to be socially 
accepted. During illness, this need is intensified. It is 
a matter of common experience when we are ill, that 
we begin to feel relatively more helpless and more depen- 
dent. Accompanying this change is the strong emotional 
need for the attention and care of those we know, who 
accept us and who have certain responsibilities towards 


us. The expressed wish ‘to die at home’ of many 
elderly people and the nostaglia often seen in hospital 
patients far from home are well-known illustrations. 


Iliness brings a new status. There tends to be a trans- 
formation from an active to a more passive role in 
relationships and activities. The doctor actively examines, 
diagnoses and treats; the patient often passively accepts 
and obeys. The transference relationship of patient to 
doctor is a feature of this, There is, too, the well-known 
phenomenon of the intractable, grumbling and unco- 
operative convalescent attempting to recover his lost status 
as an independent adult capable of taking care of himself. 

With young children, particularly in the first 5 years 
of life, feelings of helplessness and dependence are vita! 
every-day adjustment problems and the associated anxie- 
ties form a large part of the not too easy process of 
growing up. There is also a proneness to interpret even 
brief expressions of indifference, impatience, annoyance 
and anger by parents, as a diminution of love and accept- 
ance. Illness, stimulates the emergence in more acute 
and urgent form of anxieties about and defences against 
loss of love and desertion, and of a more intense need 
for emotional support from familiar and intimate people, 
more especially the mother. It is at this moment, if 
hospitalization is recommended, that the child is removed 
suddenly and dramatically into the awesome, cold and 
unfamiliar atmosphere of the modern hospital. Nothing 
could be more grotesquely unlike his home than the 
physical surroundings in which he now finds himself, 
and nothing so unlike the people he knows than the white- 
garbed figures that move, direct and administer with im 
personal efficiency. While individual staff members may 
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sive him brief attention of a more personal and friendly 
nature, this has to be shared with others to an abnormally 
venerous degree and scarcely meets the now potentially 
aumatic frustration of his need for close, emotional 
warmth from loved and familiar people. 

The second relatively consistent factor concerns guilt 
‘eelings. All children experience a conflict between cer- 
‘ain instinctual urges and those socio-cultural prohibitions 
expressed through parental discipline. The feelings of 
guilt which are a normal by-product of this conflict are 
‘ssociated with a proneness to interpret unpleasant 
experiences, such as aggression from others, or being ill, 
as forms of punishment. Freud® has even gone so far 
is to describe a ‘need for punishment’ where the normal 
psychic defences against guilt tend to be overwhelmed. 

A full appreciation of the significance of guilt feelings 
depends to a great extent on some experience in the field 
of personality study and psychotherapy. Their reality in 
the life of children is, however, aptly illustrated in the 
report of Beverly * that 90% of the patients he examined 
in the Children’s Memorial Hospital, Chicago, stated they 
become ill because they were ‘bad’, as Erewhonian a 
finding as one can hope to make. Mead,’ too, has described 
the close relationship in the rearing of children in the 
United States, between, on the one hand, concepts of 
reward and punishment, and, on the other hand, of keep- 
ing healthy. She emphasizes the inevitable association 
between what is healthy and what is unpleasant and how 
children learn this through having to be rewarded for 
carrying out activities which their parents describe as 
good for them’. 

Falling ill, then, will tend to be interpreted as deserved 
suffering imposed by some punitive force. Again, it is 
precisely at this moment when guilt feelings are most 
intense that the child who is hospitalized is subjected to 
the severe ‘punishment’ firstly of removal from home 
and secondly of receiving in an institution the painful 
and frightening experiences that are in some degree a part 
of most treatments. 

Dependence and guilt feelings are closely related. The 
aggression which is generated against those who are felt 
to be denying love and who prohibit and frustrate, i.e. 
the parents, not only exacerbates feelings of guilt but 
demands urgent repression and re-direction because it 
constitutes, if expressed, a direct threat to the love of 
the parents. This implicit threat contributes to more 
intense dependence. 

While these 2 features of dependence and guilt will 
probably remain the nexus of the effects of hospitalization 
on children in general, of all age-groups, there will be 
considerable variation in relation to the developmental 
level of the children involved. In this respect the pre- 
school ages up to 5 years have special significance. 

From one point of view, development may be regarded 
as a movement from maximal intra-uterine dependence 
on the mother, to the relative freedom, independence and 
individuality of the normal adult. The function of depen- 
dence is the retention of contact with the comparative 
safety and security of the parents while extra-familial 
experiences are being ‘sampled’. During the later pre- 
school period, this sampling of social relationships outside 
the family is accelerated and forms an essential prelude 
to the healthy gregariousness of the latency stage. At 
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the same time, the pre-school years are characterized not 
so much by the internal control of instincts on the part 
of an established and consolidated super-ego; it is more 
a period when the super-ego is being fashioned on the 
anvil of conflict between the instincts and environmental 
limitations. The most significant of these limitations are 
parental expectations of ‘good’ behaviour and the modes 
of discipline used to elicit it. 

Hence the pre-school years are an important formative 
period during which all those experiences that exercise 
similar effects to those described for hospitalization, can 
have a serious influence on social development and social 
relations, and on the severity and inflexibility of the super- 
ego 

While the effects of emergency hospitalization will vary 
for each developmental group as a whole, there will also 
be considerable individual variation within the same group. 
Individual differences in personality generally, in feelings 
of dependence and of guilt more specifically, in whether 
the hospitalization experience acts as a reinforcement of 
tendencies which are to a relatively marked degree already 
present—on all these factors will depend whether the 
experience has the potentiality for acting as a predisposing 
or precipitating factor in serious maladjustment. The 
effects of the experience are neither necessarily severe 
nor long-lasting. In certain cases they may be harmful 
to only a negligible extent. Moreover, the experience 
can never be considered as an isolated episode. It must 
be regarded always as an inextricable part of the con- 
tinuous life experience of a child. None the less, the more 
serious effects occur sufficiently often to merit close atten- 
tion to the problem as a possible concomitant of every 
case. 

The following illustrative cases were selected because 
this was the first hospital experience and because the 
records were relatively clear and comprehensive. It is 
coincidental that they are girls. All our cases on boys 
indicate clearly similar effects. 


Case 1. Ann, born 9 May 1944, was the first baby of an 
anxiously protective mother who herself as a child felt lonely, 
deserted and unloved. Ann was very dependent on her, this 
being intensified when, in November 1945, a second girl was 
born. She was aggressively dominating towards this sister. 
In June 1947 asthma was diagnosed. Ann was a bed-wetter, 
did not talk until she was 24 years old, was a faddy eater, 
had a number of fears (e.g. ‘furry things’, loud noises, bein 
alone), was shy with strangers and rather easily upset and 
tearful In the pre-school group, although inclined to 
dominate younger children, to be possessive with toys and to 
alternate tween aggressive and submissive behaviour, she 
gradually adjusted and showed a distinct potentiality for 
developing satisfying social realtions and an easier self- 
ex 


In February 1949 she was admitted to a general hospital 


with suspected appendicitis. She was inconsolable and the 
staff reported that she cried almost continuously. A day and 
a half later, however, with an unexpected diagnosis of scarlet 
fever, she was moved by ambulance to an infectious diseases 
hospital and was reported as having screamed all the way. 
During her 6-week stay in hospital she never really settled 
down. On her return home she was quiet and subdued. Her 
previous aggressive relations with her sister now appeared only 
im sporadic and unpredictable episodes, her general behaviour 
at home being submissive and easily manageable. The hospital 
trauma was played out repetitively at home and in play 
analysis sessions. Her dependence had increased, not only 
not letting her mother out of her sight but also refusing to 
go out and play. Bed-wetting ceased temporarily and she was 
no longer faddy about food. Masturbation and petty s 
however, appeared for the first tine a few months later. 
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On the whole, the mother preferred the more submissive 
child who came back from hospital. 


Case 2. Esther was born on 25 January 1947. Her mother 
was a rather coldly efficient person, inclined to be obsessional 
about cleanliness and demanding high standards of her daughter 
in terms of the conventional * g behaviour’ of the * model 
child’. Routine and orderliness in all matters was stressed 
heavily. Esther, her first child, was, however, a poor sleeper 
with night terrors, a bed-wetter, a very poor cater and a nail- 
biter. showed a strong need for affection and attention 
and had general feelings of inadequacy. There was an 
ambivalent relationship to a younger brother (born June 1948), 
her play analysis revealing repressed aggression and guilt, her 
overt behaviour often possessive and protective towards him. 

In the group sessions she made p=, adjustment and, 
although at first shy, withdrawn and difficult to separate from 
her mother, she began to show a growing self-confidence, 
initiative and independence. 

In November 1950 she was removed to hospital with a 
diagnosis of bronchopneumonia. During her 10-day stay she 
was upset and cried a lot to come home. 

On her return, she slept and ate better, although her night 
terrors recurred some time later. Her dependence on T 
mother had, however, greatly increased. She screamed fran- 
tically when her mother tried to leave her with a group of 
children and on each occasion remained tearful and unsettled 
for some time. These signs were particularly marked when 
her brother was in the group. Her relations with him 
deteriorated noticeably and in play analysis sessions there 
were signs of increased submissiveness accompanied by inten- 
sified hostility and guilt in her relations with her mother. Her 
bed-wetting diminished and there was more overt obedience. 

In October 1951 Esther was in bed with a diagnosis of 
asthma. 

In many respects Esther was an improved child in her 
mother's eyes. 


Case 3. Kate, born on 20 May 1948, was the third of 4 
children. She was a rather quiet, submissive child both at 
home and in the pre-school group. Passive in her relations 
with other children, she spent most of the time in the role 
of spectator and although apparently self-possessed, played in 
a rather constricted and inhibited manner. Her mother 
appeared to be quite a pleasant, accepting person who allowed 
her children considerable freedom of expression, adopting a 
laissez-faire attitude. At the same time, the financial state of 
the family was of serious concern, and the mother was often 
anxious about this. At these times she was inclined to react 
rather harshly when the children upset her in any way. 

Kate’s appetite had always been good and she slept well, 
though she wet the bed at times. 

She made an apparently satisfactory adjustment to the birth 
of her younger brother but there was a rather tense rivalry 
with her older sister. 

In May 1951 she was admitted to hospital for 2 weeks for 
teeth extraction. She appeared not to be too unhappy in 
hospital, oy upset only when visited by her mother. 

On her return home, although still submissive with outside 
groups, she was noisier and more boisterous. Her bed-wetting, 
too, had ceased, but at the same time she became less cap ble 
of facing up to reprimand and punishment, in this respect being 
very easily upset and tearful. In the pre-school group, she 
was now rather tense, more dependent, cried for her mother 
and clung to the examiner. For a time she was very quiet and 
submissive, being the almost complete onlooker in a group. 
Thumb-sucking became very pronounced. 

None the less, when last seen, she seemed to be making a 
fairly satisfactory adjustment in many 


In Cases 1 and 2, the symptoms, including asthma, are 
all consistent with conflicts concerning dependence, fear 
of loss of love which is intensified by sibling rivalry, 
aggression and guilt. Hospital experience which meant 
a loss of love and punishment is associated with the fol- 
lowing reaction pattern, viz. a greater need to belong and 
an intensification of dependence. In conflict with this, 
there is an increase in aggression which not only carries 
its own guilt load but also, since it endangers parental 
love even more than before, demands now a stronger 
repression and consequently a sterner task for the super- 
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ego. In direct proportion to the intensity of repression, 
is the increase in general submissiveness and the tendency 
for symptoms that alienate the parents (such as feeding, 
sleeping and bed wetting) to disappear at least temporarily. 
This adjustment mode is partly learnt in hospital. Here, 
acceptance by the staff (which the child urgently needs) 
depends to a great extent on obedience to routine, on 
cleanliness and on being as little trouble as possible. It 
is noticeable that the parents on the whole preferred (i.e. 
gave more love to) the changed child who came home. 
Thus easier parent relations are produced but at the cost 
of serious retardation in the development of extra-familial 
social relations, and a sterner super-ego that increases 
the chance of neurotic conflict in later life. At the same 
time, it will be noticed that as the emotional impact of 
the hospital experience recedes, some of the earlier or 
allied symptoms reappear. 

With Case 3, essentially similar trends are present. 
There is, however, the notable difference that Kate has 
tended to make a spontaneous adjustment sooner and 
more satisfactorily that Ann and Ester, both of whom 
improved only after psychotherapy. In addition, Kate 
receives a greater acceptance and security from her 
mother, has a lesser guilt load and greater freedom of 
self-expression, allowing more anxiety-free release of ten- 
sion. 

No cases were available to illustrate children who ex- 
perienced no, or insignificant, adjustment problems. This 
does not mean that such an event is either impossible 
or improbable. The case illustrations here, however, are 
particularly valuable in pointing the moral to avoid super- 
ficial judgments. The quiet compliance of some children 


in hospital is very convenient for medical and nursing 
staff and, if it persists at home, is often pleasing to the 


parents. Such behaviour does, however, often mask 
intense conflict subdued by severe repression. The inter- 
pretation of certain overt patterns of behaviour as ad- 
justed when ‘adult convenient’ and maladjusted when 
‘adult inconvenient’, is present in some studies of this 
subject. The work by Taran and Hodsdon,’ which 
reaches conclusions directly contrary to this and other 
findings, has tendencies in this direction. 


DISCUSSION 


The psychological state of the individual is a medical 
concern in its own right. There is an inherent paradox 
in the aim to produce results confined to apparently 
physical aetiologies and symptoms. Implicit acceptance 
of a biologically unreal dichotomy often results in the 
exchange for the treatment of one phase of total health, 
the exacerbation of another phase. The hospital ex- 
perience of children is an illustration of this. Not only 
is psychological health endangered but even the limited 
physical aims may be prejudiced. Nutritional state is 
likely to be lowered and speed of recovery reduced by 
tension and anxiety, resulting in increased susceptibility to 
infection. 

In any event, quite apart from the more immediate 
clinical deficiencies of the dualistic view that ignores the 
psychological aspect, damage is done to the whole relation- 
ship between a community and its health services, both 
public and private. The anxiety and discomfort that 
belong peculiarly and intensely to the popular concept of 
doctors and hospitals are the product of life-experience 
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through from childhood. This is at the back of many 
of those resistances that are a severe handicap in health 
and medical care work, such as the general reluctance 
of people to go for medical examination until the lasi 
possible moment. It is true that in the very nature of 
things, such fears may never be reduced entirely, but a 
considerable contribution can be made to their reduction 
when psychological factors are examined and treated with 
the same care and skill as the apparently physical. 

'n dealing with the psychological aspects of hospital 
experience, hospital staff and administration are obviously 
of great importance. Bakwin? has indicated some of 
the measures that might be adopted. We are concerned 
here, however, more with the community end of the 
problem, an aspect at least as important as that of the 
hospital. The psychological factors involved in emer- 
gency hospitalization are not confined to that experience. 
they are a common factor in the everday complaints for 
which the doctor's help is sought for children. It is 
possible, therefore, for every contact between doctor and 
family to make some therapeutic and prophylactic con- 
tribution to the healthy personality development of 
children. In this respect Barhash* remarks significantly 
that he has reached ‘at least 2 clear convictions. The 
first is that the medical profession will never do a satis- 
factory job of safeguarding and raising the health level 
of the population until it is in a position to contribute 
more effectively to mental and emotional health. The 
second is that such a contribution will never be made 
until the major portion of it can be made through the 
work of non-psychiatric medical practitioners.’ 

The primary responsibility for this rests with the family 
doctor, or the family doctor who might and could emerge 
from the general practitioner rather than the specialist. 
This distinction between general practitioner and specialist 
is, however, made with some diffidence. In reality, the 
family doctor needs to be as much a specialist as any 
other. He needs for his sphere of activity, a specialist 
training and interest that would include as a significant 
and perhaps major part, knowledge of the family, its 
inter-relationships and the personality development of its 
members. 

Concern is widely expressed at the lowered status of 
the general practitioner in the eyes both of his specialist 
colleagues and of the public. A _ useful contribution to 
the regaining of this status might be a deeper appreciation 
of the peculiarly technical differences between the work 
of the family doctor and other specialists, and a rebirth 
of the feeling in the community that he has something 
to offer that is both distinctive and indispensable. It is 
mainly in this wider context that the more specific prob- 
lems of family practice, of which that associated with 
hospitalization is only one, may find the most fruitful 
solution. 

SUMMARY 

The experience of emergency hospitalization, more par- 
ticularly with children in the highly fermative pre-school 
years, has potentially serious psychological effects. Al- 
though many children return from hospital more amenable 
to discipline and with less * adult-provoking’ symptoms, 
usually both feelings of dependence and of guilt are 
intensified. This tends to retard the development of 
satisfactory extra-familial social relationships, and to 
increase the severity and inflexibility of the super-ego. 


476 


The central figure in dealing with this and allied prob- 
blems, would appear to be a practioner with specialist 
training as a family doctor. 


1 wish to thank Marjorie Wilson, B.A. (Hons.), for invaluable 
assistance with the case material, and also Dr. S. L. Kark 
This article is published by kind permission of the Secretary 
for Health. 
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Weber-Christian disease is a rare condition of unknown 
etiology characterized by the occurrence of necrotic 
nodules of fat in the subcutaneous tissue in association 
with fever and constitutional symptoms. Although it 
tends to run a benign, relapsing course, several cases have 
been reported that have apparently died from the 
disease.';* Many forms of therapy, including the removal 
of focal sepsis, antibiotics, vitamins, heavy metals, hor- 
mones and X-ray treatment, have been tried but none has 
seemed specific.' 

In this paper a further case is reported and the results 
of ACTH therapy are recorded. 

Case History. A European car attendant aged 62 years 
was admitted to the Johannesburg General Hospital with 
a history of slowly progressive breathlessness on exertion 
over a period of 18 months. During this time he had 
also developed a cough productive of tenacious yellow 
sputum which had recently become worse and was 
actually the presenting symptom on admission. 

There was nothing of note in the systematic history 
except for a weight loss of 15 Ib. since the onset of 
symptoms. 

On Examination 
101° F. Respirations, 26 per minute. 

He was a fairly well-nourished, elderly man of good 
fovqe. not breathless at rest. Blood pressure, 200/110 mm 

ig. The maximum cardiac impulse was outside the mid- 
clavicular line and heaving in quality. There were no thrills 
but a harsh systolic murmur was heard over the aortic area 
on auscultation. This murmur was conducted into the neck 
and down towards the apex. 

The liver was enlarged 2 fingers below the costal margin, 
the edge being firm, smooth and non-tender. 

There was a slight dullness at the lung bases with a few 
coarse crepitations more marked on the left side. 

The rest of the physical examination was negative. 

Laboratory Data. 


Pulse, 100 per minute. Temperature, 


Haemoglobin: 15.0 gm. %. 

White Blood Count: 8,000 per c.mm. 

Sedimentation Rate: 13 mm. in | hour (Westergren). 

Sputa: On culture an abundant growth of Friedlander bacilli 
was obtained. No neoplastic cells were found. 

X-ray (Chest): No definite evidence of cardiac enlargement. 
Slight prominence of the aortic arch. A small patch of con- 
solidation in the mid-zone of the left lung. 

Progress. The patient was thought to be suffering from 
essential hypertension with mild aortic stenosis and a 
superimposed respiratory infection. During the first week 
in hospital he ran an intermittent pyrexia which did not 
respond to Penicillin. In view of his age the possibility 
of an underlying lung carcinoma was considered; bron- 
choscopy was carried out with negative results. 

On the fifth day after admission the clinical picture 
was complicated by the appearance of numerous sub- 
cutaneous nodules varying in size from 5 mm. to 3 cm. 
in diameter. Initially they appeared on the antero-lateral 
aspects of both legs, below the knees, on the extensor 
aspects of the forearms and on the buttocks and thighs. 
They were firm and rubbery in consistence and a constant 
feature was their painlessness and lack of tenderness on 
pressure. The overlying skin was violaceous in colour 
and there was some surrounding erythema but no increase 
in temperature. The nodules reached maximal size in 
24-48 hours and then gradually regressed over a period 
of 5-10 days, leaving behind a light-brown skin pigmenta- 
tion in some instances. While the skin nodules were in 
an active phase the patient appeared ill, and ran a high 
pyrexia. 

Over the suceeding 8 weeks the occurrence of repeated 
crops of subcutaneous nodules coupled with an_ inter- 
mittent pyrexia became the presenting features of the 
case. During this period no specific therapy was given. 
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The cough complained of initially, cleared up on sympto- 
matic therapy and serial X-rays showed a gradual reso- 
lution of the mid-zone consolidation in the left lung. 
Histological examination of a nodule on the left buttock 
showed foci of fat necrosis with infiltration of polymor- 
phonuclear leucocytes and calcific bodies. Such findings 
are compatible with the diagnosis of recurrent, relapsing. 
non-suppurative panniculitis (Weber-Christian syndrome). 
Repeated blood counts, blood cultures and agglutination 
tests proved negative and liver function tests were normal. 

After an 8-week observation period a trial course of 
ACTH was started with an initial dosage of 25 mg. 
6-hourly by intramuscular injection. There was a prompt 
and dramatic response. The temperature returned to 
normal within 24 hours, there was a rapid and complete 
regression of the skin nodules and no new crops appeared. 
In addition, there was a marked subjective improvement 
in the patient's condition. The ACTH therapy was con- 
trolled by daily weighings, daily blood pressure readings, 
6-hourly urine testings for sugar, charting of total fluid 
intake and output and weekly estimations of the blood 
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levels of sodium and potassium. After 20 days of therapy 
he was receiving a maintenance dose of 20 mg. ACTH 
daily and there was no evidence of clinical relapse or of 
toxic effects from the therapy. However, at this time 
he began complaining of paroxysmal nocturnal breath- 
lessness and, in view of this, ACTH therapy was dis- 
continued immediately. The cardiac symptoms cleared 
up within 48 hours and have not recurred in the 3 
months since the cessation of ACTH. There has been 
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The latest issue of The Leech has recently appeared (Vol. 22, 
No. 1, December 1951). This is devoted to a very comprehen- 
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vo further evidence of skin nodules, the general health 
has remained good and he has been able to resume work 
as 4 car park attendant. The hospital course of the 
patient before and after ACTH therapy is charted in Fig. | 


DISCUSSION 

Ihe subject of relapsing, febrile, nodular, non-suppurative 
panniculitis (Weber-Christian disease) has recently been 
reviewed extensively.'.*? The therapy of this condition 
has. up to the present, been most unsatisfactory and the 
a sessment of therapeutic results is made more difficult 
by the fact that remissions may occur without treatment. 
Ihe etiology is also obscure, although its relationship to 
rheumatoid arthritis and other collagen diseases has been 
stressed by some authors.' On this basis Cortisone and 
ACTH were tried in one reported case.' The Cortisone, 
which was only given over 10 days, seemed to cause 
a S-day remission of fever but no change was noted in 
the subcutaneous nodules, whilst ACTH administered to 
the same case in the few days before death, also had no 
ellect 

The patient reported here was observed for an 8-week 
period before treatment with ACTH and during this time 
there was no remission, local or general, of the disease 
process. The ACTH therapy seemed to cause a rapid 
and effective remission which has been maintained for 
} months after the cessation of therapy. It is possible, 
though unlikely, that the ACTH was given at a time 
when a natural remission was imminent. The results of 
therapy in our patient seem sufficiently striking to warrant 
further trial of ACTH in other cases of Weber-Christian 
disease 

SUMMARY 


A case of relapsing, febrile, nodular, non-suppurative 
panniculitis (Weber-Christian disease) in a European male 
is reported briefly and the results of therapy with ACTH 
are presented. 


Thanks are due to Prof. G. A. Elliott for helpful criticism 
and to Dr. B. C. Ellis for the preparation of the graph 
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Dr. A. H. McCallum has recently returned from overseas and 
has joined Drs. Dommisse and le Roux in their practice as 
radiologists in Cape Town. 

Dr. McCallum spent 18 months at the Christie Hospital 
and Holt Radium Institute (Radiotherapy) and another 18 
months at the Manchester Royal Infirmary (Diagnostic 
Radiology). 

After obtaining the Diagnostic and Therapeutic Diplomas 
in Radiology, Dr. McCallum joined the staff of Prof. A. M 
Boyd, Professor of Surgery at the University of Manchester 
At the end of his stay there he was admitted as a Fellow of 
the Royal College of Surgeons (Edinburgh). 


Dr. Alan Thal, who is presently attached to the Surgery 
Department of the Johns Hopkins Hospital, Baltimore, under 
Dr. Blalock, has been granted a Fellowship in Surgery at the 
University of Minnesota under Dr. Wangensteen. Dr. Thal 
pam are from the University of Cape Town. 


Dr. E. Janssen van Pretoria het sy praktyk van Spesialis in 
Kindersiektes neergelé. Hy is voornemens om ‘n studiereis 
deur Sentraal-Afrika te maak in verband met voedingsprobleme 
en dan oorsee die studie voort te sit. Die World Health 
Organization het hom gevra om Geneva-toe te gaan vir 
besprekings in verband met die kwashiorkor-vraagstukke. Hy 
verwag om weer in Februarie 1953 terug te keer. 


REVIEWS OF BOOKS 


DisoORDERED MENTATION AND CEeREBRAL PALsy 

of Mentation and_ Cerebral 
Palsies. By Clemens E. Benda, M.D. (Pp. 565 + xxiv, 
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Treatment 22. Psychologic Problems of the 
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This addition to medical literature is one deserving of special 
comment. In a full and excellent presentation of its subject, 
it combines post-mortem studies with clinical and laboratory 
research. The case histories are interesting, the illustrations 
abundant and the bibliography extensive 

The author stresses the fact that the age of the pregnant 
mother is showing a distinct tendency to rise in western 
countries owing to factors of economic insecurity and that 
this age is an important factor in the etiology of mongolism, 
chondrodystrophy and psychoses in later life 

Benda also says that among 100 children there are at least 
6 who have to be considered exceptional. That means that 
they need special consideration in their emotional, educational 
and medical upbringing. He regards this as a conservative 
estimate. It is the understanding of the pathology underlying 
the problems of this 6% of children that this book so clearly 
provid “s What has previously been understood by the term 
‘institution’ makes such a place quite unsuitable for the 


varying problems which to-day require special psychological 
and medical care. 

Benda gives a full and clear classification of ante-natal 
developmental disorders, emphasizing the importance of dif- 
ferentiating between genetic and non-genetic disorders from 
the point of view of both patient and family. From the 
eugenic aspect the significance is obvious 

A whole section is devoted to ‘total personality disorders ’. 
Here the author speaks of emotional * palsies’ as one of the 
manifestations of brain pathology, e.g. in post-infectious cases 
He differentiates between dementia infantilis and childhood 
schizophrenia, regarding them as 2 entirely distinct entities 
On this point he is not in agreement with Yakolev and Lauretta 
Beuder but supports Heller's original observations on dementia 


infantilis : 
In a short discussion on the autistic child he repeats a 
to diagnose this child 


warning, so often given, not wrongly 
as feeble-minded; the nature of this problem is not yet clear 
and the author feels it is not possible to classify it with any 
degree of confidence. He prefers to regard the autistic child 
also as an entity distinct from that of childhood schizophrenia 
Dr. Benda’s book is a *‘ must’ for all those concerned with 
the practice of medicine and with children in particular. It 
is an excellent reference book. 
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Start of a chain reaction 


Because doctors become intimately involved in medico-legal 
problems. this sphere of their activities always brings certain 
members of the profession into contact with murder. In South 
Africa the medical practitioner's contact with these capital 
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crimes is occasional. His colleague in the United States, 
however, may find himself constantly involved in the examina- 
tion of bodies dead as a result of planned killing on a national 
scale by a syndicate organized for this criminal purpose. This 
incredible organization has come to be known as Murder, Inc., 
and the present volume is a hair-raising account, written by 
the Assistant District Attorney who brought about the down- 
fall and the execution of some of the most powerful hoodlums 
in the United States. 

It is not uncommon for a medical examiner in the U.S.A. 
to find very numerous stab wounds in the body of the victim. 
In one case (mentioned on page 142), the examiner found 63 
stab wounds in the body, 50 of them being separate circular 
wounds on the right chest, many of them penetrating the 
heart. This carefully calculated type of injury was apparently 
evolved by the murderers to make certain that when the 
cadaver was thrown into water, it would remain submerged. 
This accounts for the murderous use of tools such as ice picks. 
The killers apparently made a careful study of the conditions 
which would prevent buoyancy of corpses. On one occasion 
an insufficient number of holes was made in the body of the 
victim with the result that, although the cadaver had been 
strapped to a pinball machine, the putrefactive gases brought it 
(together with the pinball machine) to the po after some 
10 days. The thugs apparently shook their heads in wonder 
and Pittsburgh Phil is recorded as having remarked: * Think 
of that! With this bum you gotta be a doctor, or he floats.’ 

The revelations made by Assistant District Attorney Turkus 
are particularly alarming, as he is quite emphatic that the 
organization has by no means been smashed, and still operates 
with deadly efficiency and with especially well protected 
connexions at a high political level. 
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The Pathogenesis of Tuberculosis. By Arnold R. Rich. 
M.D. Second Edition. (Pp. 1028 + xxvii. 107s. 6d.) 
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Contents: 1. The Relation of the Chemical Constituents of the Tubercle 
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Professor Rich’s masterly and definitive study of the Patho- 


genesis of Tuberculosis has now reached its second edition. 
after having been reprinted and translated into Spanish. 

The encyclopaedic account of the tubercle organism and its 
properties is a sine qua non for those whose interest is clinical, 
pathological or experimental. The amount of information 
which the volume contains is truly remarkable. 

Professor Rich's views on BCG vaccination deserve careful 
attention. On page 486 he expresses his own opinion regarding 
the evidence provided by the literature as follows: 

“(1) Because of the difficulties outlined . . .. it has not yet 
been conclusively proved that vaccination with BCG confers 
acquired resistance to tuberculosis upon the human being: 

*(2) The better controlled studies on man strongly indicate 
that the vaccination does increase resistance: 

*(3) Since it has been demonstrated that vaccination with 
BCG confers a definite degree of protection upon such widely 
different animal species as cattle. guinea-pigs. rabbits. swine, 
sheen dogs and mice (the limited number of studies on 
monkevs are contradictory). it is altogether probable that. 
when properly carried out, it does so in man as well.” 

It is interesting that an authority such as Myers maintains 
that BCG has failed to produce protection in cattle. and that 
the energetic proponents of BCG vaccination mav well be 
permitting an emotional enthusiasm to outrun scientific caution 
and discretion 

Complicated as the problem is. it is made even more difficult 
by the reports. which Professor Rich credits. of the in vitre 
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rsion of the BCG bacillus into a virulent form. He 
(on page 487) that ‘occasional animals have developed 
essive tuberculosis after inoculation with the bacillus’; 
e feels that the use of a standardized method of culture 
the frequent performance of virulence tests, would be 
licient precaution against the ST of a virulent 
mutation. On this point, however, not all bacteriologists are 
in .greement. 
fessor Rich also quotes the interesting survey by Irvine, 
who concluded that if all the reports of supposed deaths from 
BCG in infants were in fact actually produced by this vaccine, 
‘the ratio to the total number inoculated would have been 
just under 1:15,000°. Professor Rich comments that this is 
not a negligible danger, because in the United States of 
America the total number of deaths from tuberculosis in the 
firs! year of life is less than 4 per 15,000. 
lt 1s clear from such a carefully considered statement of the 
position as Professor Rich himself gives that there is still a 
need for scientific and controlled evaluation of the BCG 
Vaccine 
We also cannot afford to lose sight of Professor Rich's 
statement (on page 914): ‘It must be remembered that the 
progressive decline in tuberculosis mortality has been associated 
with a progressively increasing improvement living 
conditions.” 
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13. Achondroplasia 14. Myositis Ossificans Progressiva 15 
ranio-Cleido-Dysostosis 16 Neurofibromatosis 17 Arachnodactyly 
18 Acrocephalo-Syndactyly and Allied Conditions | aurence-Moon 
Syndrome Léri’s Pleonosteosis 19. Engelmann's Disease 20 Fibro 
Disease of Bone Polvostotic Fibrous Dysplasia 21. Leontiasis 
22. Hyperparathyroidism 23. Paget's Disease 24. Infantile 
25. Rickets: Foetal Rickets. 26. Infantile Rickets. 27. Resistant 
ontinued Rickets. 28. Late Rickets, 29. Coeliac Rickets. Idiopathic 
3%. Osteomalacia 31. Milkman’s Syndrome 32. Renal 
33. Renal Osteo-Dystrophy in Adults 34. Fanconi's 
Senile Osteoporosis %. Lipoid Granulomatosis 
Granuloma cf Bone 38. Hand-Schiiller-Christian Disease 
Disease 40. Gaucher's Disease 41. Fluorosis 4) 
Bismuth, Lead and Phosphorus 43. Endocrine 
Pituitary Gigantism 4 Acromegaly 4 
Hypopituitarism Pituitary Dwarfism 
(Sexual) 47. Dystrophia Adiposo-Genitalis Frohlich’s Syn 
Syndrome Laurence-Moon Syndrome 48. Progeria 
Werner's Syndrome Cachectic Infantilism and 
50. Cretinism Infantile Myxoedema Hyperthyroidism $1 
Hypo-Gonadal or Eunuchoid Gigantism $2. Adrenals 3 
ongenital or Inherited Syphilis 54. Infantile Cortical Hyperostosis 
Hypervitaminonsis A Hypertrophic Osteoarthropathy Leukaemia 
Chioroma 7. Hodgkin's Disease L ymphosarcoma Mvelosclerosis 
Osteosclerotic Frvthroblastic Anaemia of Cooley 59. Multiple 
Angiomata of Bone Angio-Endothelioma 60. Skeletal Metastases. 61 
Multiple Mycloma Mvelomatosis 62. Neuroblastoma of the Suprarenal 
Index 
During 1951 there appeared in the South African Medical 
Journal a series of 8 articles by Dr. W. P. U. Jackson on 
generalized developmental osseous dystrophies. The purpose 
of these papers was to show that there was a number of 
interesting. easily recognizable conditions in this group, and 
that the main difficulty which beset the uninitiated was the 
mountainous multiplicity of names for each of the several 
conditions in this field. Shorn of this friehtening nomen 
clature. the subject is one of no special difficulty 
Fairbank’s Atlas gives the reader the same feeling of 
uncomplicatedness, The book covers a much wider field than 
the developmental osseous dystrophies. The plan is to divide 
the general affections of the skeleton into congenital, metabolic, 
endocrinal, infective and toxic, haematopoietic and lymphatic. 
ind multiple neoplastic sections. Each condition is dealt with 
descriptivelv first. and is then exemplified by well-chosen 
examples of typical cases. amply illustrated. The author has 
taken a special interest for many years in affections of the 
skeleton, and he has felt it his duty to make available to others 
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the information to be gleaned from his collection of records. 
The result is an excellent volume, beautifully illustrated. 

There are a few small points of criticism. The anaemia of 
Gaucher's disease is not usually hypochromic. It is perhaps 
worth while to state that Gaucher cases are prone to bouts 
of pyrexia, and some are, in fact, mistaken for osteitis. It 
might be pointed out that in Fig. 412 the disease process has 
affected the acetabulum as well as the head of the femur, and 
that now and then Gaucher's disease does this odd thing. On 
p. 328 we find that Cushing's syndrome is ‘now known to 
result also from adrenal cortical hypoplasia’, obviously a 
misprint. The author states that Shechan’s view that most 
cases of Simmonds’ disease do not have cachexia is not 
generally accepted: the reviewer thinks that it is. Of sickle 
cell anaemia we have the statement that ‘it is said to be 
similar to Cooley's anaemia’. It is true that interesting com- 
bined genetic influences have been reported, but the conditions 
are not ‘similar’. In Gargoylism affection of the heart might 
be mentioned——not so long ago a paper devoted to this aspect 
appeared in the British Heart Journal. 


GLopaL 


Global Epidemiology. A Geography of Disease and 
Sanitation. Volume 2: Africa and the Adjacent Islands. 
By James Stevens Simmons, B.S., M.D., Ph.D., Dr.P.H., 
Sc.D. (Hon.), Tom F. Whayne, A.B. M.D., M.P.H., 
Dr.P.H., Gaylord W. Anderson, A.B.. M.D., Dr.P.H., 
Harold Maclachlan Horack, B.S., M.D., and Ruth Alida 
Thomas, A.B., M.A.. M.P.H. (Pp. 652 + xl, with maps. 
£6.) Philadelphia, London, Montreal: J. B. Lippincott 
Company. 1951. 
Contents Part I 
an 
Part I 
Somaliland 
Part 
Nyasaland. 


The Nile Valley. 1 


The Ethiopian Highlands. 
6. French Somaliland 7. Somalia 

East Africa. Kenya. 9% Uganda 10. Tanganyika i! 
12. Northern Rhodesia. 13. Southern Rhodesia. 14. Mozam- 


Feypt 2. Anglo-Egyptian 


3. Eritrea. 4. Ethiopia. 5. British 


~ 

art IV. The Islands of the Indian Ocean. 15 

16. Madagascar and the Comores Archipelago 
; 


Zanzibar Protectorate 
17. Mauritius. 18. Réunion 
South Africa. 19. Union of South Africa, 20. South West 
The High Commission Territories of South Africa 
Equatorial Africa 22. Angola 23. Belgian Congo 24 
Ruanda-Urindi. 25. French Equatorial Africa. 26. Spanish Guinea (Rio 
Muni and Fernando Péo). 27. Cameroons. 28 Sio Tomé and Principe 
Part Vil West Africa 29. Nigeria WwW. Gold Coast 31. Togoland 
32. Liberia 33. Sierra Leone M. Portuguese Guinea. 35. The Gambia 
%. French West Africa. 37. Cape Verde Islands 
Part Vill. Northern Africa. 38. Canary Islands. 
and Ifni. 40. Morocco. 41. Spanish Morocco, 42 
+4. Tupisia. 45. Libya. Appendix. Index 


39. Spanish Sahara 
Tangier. 43. Algeria 


This is the second volume of a series edited and written by 
the same group of authors; the first dealing with India, the 
Far East and the Pacific areas. 

The material presented in this volume is derived from 
information available to the Medical Intelligence Division of 
the United States Army and was dictated by the needs for an 
up-to-date knowledge of those areas of the world to which 
troops might be sent in a friendly or belligerent capacity in 
what in 1941 appeared to be a lobal war. 

Each Territory and Colony of the African Continent and 
the islands lying off the mainland have been dealt with from 
the geographical aspect, the ethnological grouping of | its 
inhabitants, the socio-economic factors present, the pro- 
ductivity of the land, the environmental sanitary aspect, and 
the various diseases endemic to each area Particular 
emphasis has been laid on public health organization, medical 
facilities available, and the vital statistics of each State 

This book is exceedingly well written; it is printed on quality 
paper and the print is clear and legible. Care has been taken 
in compiling the index at the end of the volume and the 
bibliographical sections at the end of each chapter 

Had it seen the light of day before the 1939 war, it would 
certainly have saved much thought and hard work to the Allied 
Army Medical Staff in their planning and conducting of the 
Somaliland, Abyssinian, Western Desert and North African 
campaigns. 

It is a most instructive and interesting volume and should 
undoubtedly find an honoured place on the shelves of every 
Practitioner interested in the sanitary sciences. It should appeal 
in particular to the Army Medical Officer. As a book of 
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reference for all public health officials, for those persons faced 
with the problems of travel and all that it involves in this sub- 
continent, and for the many agencies working towards world 
understanding and international co-operation, its importance 
cannot be over-emphasized. 


PLASTIC SURGERY OF THE NOSE 


Plastic Surgery of the Nose. By James Barrett Brown, 
M.D. and Frank McDowell, M. (Pp. 427, with 379 
illustrations, including 48 in colour. £6 7s. 6d.) St. Louis: 
C. V. Mosby Company. 1951. 


Contents: Part 1. General Considerations. 1. Introduction and Historical 
Note. 2. Preoperative Ex and Eval of Patients for Plastic 
Surgery of the Nose 3. Preliminary Preparations, Anesthesia, and Instru- 
ments 
Part 2. Surgical Reduction in the Size of the Nose. 4. Hump Removal 
und Lowering of Dorsal Line. 5. Narrowing the Nose. 6. Shortening 
the Nose Reconstruction of the Lower Lateral Cartilages by Rim 
Incision Exposure. 8%. Reconstruction of the Lower Lateral Cartilages by 
the Eversion Technique without Rim Scars. 9. Miscell Ad 
10 Suturing, Postoperativ: Splinting and Care 
Part 3 Building Up and Straightening the Nose ll. Building Up 
the Nose by Osteoplastic Procedures 12. Cartilage and Bone Transplants 
for Dorsal Line Reconstruction and Tip Support 13. Straightening the 
Crooked or Twisted Nose. 14, Early Treatment of Fractures and Other 
Acute Injuries 
Pert 4 Correction of Cleft Lip Nasal 
Repairs of Noses Associated with Single Cleft Lips 
of Noses Associated with Double Cleft Lips 
Part 5. Repairs which Include the Grafting of Skin. 17. Skin Grafts 
the Nose 18. Treatment of Radiation Lesions of the Nose 19 
ite Free Gmfts of Skin and Cartilage from the Ear to the Nose. 
econstruction of Whole Nose and of Partial Losses with Flaps. 2! 
Columeilar Repairs 
Part 6. Various Other Nasal Repairs. 22. Secondary Nasal Operations 
23. The Nose in Relation to the Upper Lip and Chin. 24. Benign Tumors 
of the Nose. 25. Cancer of the Nose. 26. Repair of Scars, Burns, Tatoos, 
Rhinophyma, Atresia, Hypertelorism, and Kare Congenital Anomalies 
27. Prostheses. 28. War Injuries of the Nose: Methods of Reconstruction 
Bibliographical Note. Index 


Deformities, 15. Secondary 
16. Secondary Repairs 


One has the impression that during the last decade everyone 
in the United States who has read a book on plastic — 
of the nose has decided to write one for himself. any 
monographs previously written consisted of a mass of irrele- 
vant history followed by a description of a routine operation 
for nasal reduction. 

This book, however, by Brown and McDowell is a masterly 
exposition of its title, and places every aspect of plastic surgery 
in its correct perspective. Both authors have a _ vast 
experience of the subject, as indeed they have of all fields 
of plastic surgery, and in this volume they have produced a 
book which is well written, lavishly illustrated with oto- 
graphs and excellent drawings and which is authoritative in 
every sphere. 

Section 1 deals with general considerations. There is a 
brief historical note and an important chapter is devoted to 
the evaluation of patients for plastic surgery of the nose. 
The preparation of the patient and the form of anaesthesia 
and instruments used are also described. Local anaesthesia 
is used in the majority of cases, but as this book was produced 
before hypotensive general anaesthesia was introduced, 
readers may have to modify their assessments about its value 
in certain cases. 

Section 2 deals with surgical reduction in the size of the 
nose. Section 3 devotes 4 chapters to the building up and 
straightening of the nose. The confidence with which the 
authors have utilized the L-shaped preserved cartilage 
transplant in appropriate cases has been well substantiated by 
time and is a method which avoids painful and prolonged 
autograft transplants in many cases. The authors’ results 
speak for themselves in this matter. 

Section 4 deals with the correction of cleft lip nasal defor- 
mities. The inclusion of this section is most useful, as 
deformity of the nose is often neglected in the treatment of 
hare-lip with which it ic associated. 

Section § is devoted to the repair of the nose by skin 
grafting. The introduction of the composite graft was to a 
great extent due to the authors of this book and the method 
of procedure is beautifully explained and illustrated. A 
chapter on reconstructions of the whole nose by means of 
flaps from the forehead or arm is not a very strong one, but 
by indicating that burns of the nose requiring skin replace- 
ment should be treated by free grafts rather than pedicle flaps 
the authors have emphasized a principle which requires to 
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Symptomatic relief for asthmatics 


Whatever specific treatment is prescribed for an asthmatic, 
ate valuable symptomatic relief is produced if Spironine is prescribed 
collaterally. 

. sad Spironine is a stable elixir presenting the standard drugs for 

Z symptomatic relief, caffeine and iodine, in an acceptable vehicle 
of coffee extract. It relieves the respiratory spasms in asthmatics 
and assists, therefore, in preventing emphysema and bronchial 
catarrh. 


It is also an acceptable, mild cardiac stimulant which may be 


prescribed as a routine in convalescence from influenza, diphtheria 
and other debilitating illnesses. 
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More effective control of appetite 
in obesity management 
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“THIOSULFIL” 


VIR DIE BEHANDELING VAN 
URIENE-KANAAL INFEKSIES 


SNELLE, EGALIGE, EN ALGEHELE ABSORBERING vanuit die ingewandskanaal word bewys deur die teenwoordigheid van 
,,Thiosulfil'’ in die bloedstroom 30 minute na die inneming van 2.0 Gm. daarvan. Maksimum konsentrasie met hierdie 
hoeveelheid word bereik binne twee uur met bloedhoogtes vanaf 3 tot 6 mg. persent. Dit word vinnic uitgeskei en binne 
sewe tot ag uur is daar minder as 1.0 mg. persent teenwoordig in die bloedstroom. In kinders is die absorbering selfs 

vinniger ; hoér bloedhoogtes word bereik en vinniger uitskeiding. 


UITSKEIDING IS SO VINNIG cat 85 tot 100 persent terugverkry kan word uit die uriene binne 'n periode van tien uur. ,,Thiosulfil’ 
word amper geheel en al as sulks uitgeskei; alleen 5 tot 10 persent word in die uriene in die ge- -asetileerde vorm 
aangetref. In teenstelling, is gevind dat die hoeveelheid uitgeskeide ge-asetileerde vorm van sulfapyridine 20 tot 40 
persent is, sulfathiazole, tot 20 persent en 3. 4-dimethyl-5-sulfanilamido-isoxazole, 28 tot 35 persent. Uitskeiding deur die 
niere is hoog en is meer intensief met ,,Thiosulfil'’ as met die ander sulfa-middels wat maar net 10 persent bereik onder 
kreatiniene verwydering 


»,OPVALLENDE AFWESIGHEID VAN BYKOMSTIGE REAKSIES, nieteenstaande die relatiewe groot dosisse wat aan kinders 
toegedien word’, is ‘n tipiese gevolgtrekking van medici wat ondervinding het met die gebruik van hierdie middel 
Dis ‘n uitstaande kenmerk van ,,Thiosulfil’’ behandeling 


URIENE-KANAAL INFEKSIES verg ‘n hoé konsentrasie van die sulfa-middel in die uriene. ,,Thiosulfil'' gee hierdie konsentrasie 
uiters effektief met die toediening van herhaalde klein dosisse. Twee en 'n half tot vyf grein ,,Thiosulfil'' vyf of ses 
maal per dag is net so effektief soos die ander sulfa-middels teen veel hoér dosisse. Die uiters klein dosis wat nodig is, 
hou die konsentrasie in die bloed. baie laag en verminder grootliks die moontlikheid van skade aan die niere, sensi 
tiwiteit, leukopenia, ens 


Die sulfa-middels het 'n veel wyer bakteriese spektrum as die antibiotiese middels, by uitstek, in gevalle van geslags- 
uriene-kanaal infeksies. In een ondersoek van uriene-kanaal infeksies te wyte aan E. coli, Ps. pyocyaneus en S. aureus, 
het mislukkings alleenlik voorgekom in gemengde infeksies in die teenwoordigheid van ‘'n obstruksie of in gevalle 
waar 'n weerstand opgebou was teen beide die sulfa- en die antibiotiese middels. Alleenlik 0.6 Gm. per dag was toe- 
gedien gedurende 'n periode van 3 tot 23 dae 


TOKSISITEIT: Vinnige uitskeiding as gevolg van hoé oplosbaarheid en 'n lae graad van asetilasie tesame met die klein dosis 
wat nodig is, verklaar die opvallende afwesigheid van toksisiteit en die seldsaamheid van bykomstige reaksies. In 'n 
uitgebreide ondersoek waar ,,Thiosulfil'’ lokaal aangewend was vir dermatose en pyogeniese infeksies gedurende 'n 
periode van 18 maande, is tot die gevolgtrekking gekom dat die middel uiters effektief, nie irriterend en nie toksies is 
nie. Daar is altyd die gevaar van sensitiwiteit in allergiese persone, maar, danksy die klein dosis en die vinnige uit- 
skeiding van ,,Thiosulfil’’, is sulke reaksies nie so ernstig soos dié wat dikwels opgemerk word na behandeling met 
ander sulfa-middels nie. Uit 300 pasiénte onder toesig gedurende 'n lang periode, was daar geen geval van neuritis, 
hematuria, nier-komplikasies, exanthema, icterus of pyrexia en geen noemenswaardige verandering in hemoglobin 
konsentrasie of getal van leukosiete nie 
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be stressed, because the use of flaps for such cover has been 
overdone in the past. 

Section 6 deals with other nasal repairs, mainly the removal 
of tumours, scars, congenital anomalies, etc. A short chapter 
on prostheses is given and the final chapter is on War 
injuries. In the latter a specific patient is referred to as 
follows: *. . . he illustrates the highest possible type of soldier, 
hero, patient and desirable human being. We who have been 
privileged to work with such great individuals as this patient 
are honored to share in a small reflected part of their con- 
tribution to the country and to humanity.” All people who 
are hurt in a war are heroes and such modest sentimentality 
could well be left out of a textbook of this high standard. 

It is the opinion of the reviewer that this book on the 
plastic surgery of the nose by Brown and McDowell is the 
best contribution to the literature on the subject presented 
to date. This is not surprising in view of the well-established 
reputations of the authors, ~ are internationally known as 
master surgeons and excellent teachers. 


RHEUMATOLOGY 


Medical Disorders of the Locomotor System Including 
the Rheumatic Diseases. By Ernest Fletcher, M.A., M.D. 
(Cantab.), M.R.C.P. Second Edition. (Pp. 884 + xii, 
with illustrations, some in colour. 60s.) Edinburgh: E. & 
S. Livingstone Limited. 1951. 


Contents 1. The Definition and Ciassification of Rheumatic Diseases 
2. Clinical Examination of a Patient Suspected of some Locomotor 
Disorder, and the Keeping of Records 3. Pain. 4. The Physiology of 
Joints 5. The Anatomy and Physiology of Bone 6. The Applied 
Anatomy of the Locomotor System 7. The Incidence and Prevalence 
of Adult Rheumatism 8. Predisposing Conditions Applicable in Many 
Forms of Rheumatism. 9%. Focal Infection. 10. Laboratory Findings in 
Rheumatism 11. Radiology in Arthritis 12. Aetiology and Pathology 
of Rheumatic Fever 13. The Diagnosis and Treatment of Rheumatic 
Fever 14. Chorea. 1S. The Relationship of Rheumatic Fever and 
Rheumatoid Arthritis 16. The Aetiology of Rheumatoid Arthritis 
17. The Diagnosis of Rheumatoid Arthritis 18, Treatment of Rheumatoid 
Arthritis 19. Variants of Rheumatoid Syndrome 20. Subcutaneous 
Nodules. 21. Skin Manifestations and the Collagen Diseases. 22. Actiology 
and Pathology of Osteoarthritis. 23 @! and T of Osteo- 
arthritis. 24. Osteoarthritis of the Spine 25. Aetiology and Pathology 
of Fibrositis—Diagnosis and Treatment of Fibrositis 26. The Specific 
Arthritides 27. Miscellaneous Lesions. 28. Ankylosing Spondylitis 29 
Medical Diseases of Bone. 30. Gout. 31, The Neuropathies. 32. Sciatica 
33. Brachial Neuralgia 34. The Shoulder Joint 35. Backache and the 
Spine. 36. The Foot. 37. Peripheral Vascular Disorders. 38. Psychiatric 
Aspects of Locomotor Disorders 39. Physical Therapy. 

Appendix I Cortisone, the Adrenocorticotrophic Hormone of the 
Anterior Pituitary and the Adaptation Syndrome. Appendix II. Solutions 
Used for Injections Appendix Til Manipulation—Fpidural Injection— 
Serial Plasters. Appendix IV. Technique of Joint and Muscle Injections 
Appendix Optimum Position for Ankylosis Appendix VI. Muscle 
Nerve Testing Appendix VII. Certain Normal Blood and Chemistry 
Values. Author Index. Subject Index 


The writing of a book on rheumatology and disorders of the 
locomotor system is a task which should inspire no envy 
since in many respects the aetiology, physiological aspects and 
therapy of these diseases rest on insecure foundations, and 
the writer must feel a sense of frustration in dealing with a 
group of diseases, the treatment of which is so often 
unsatisfactory. 

In this book Dr. Fletcher has made an heroic effort to 
collect all the available information on this group of diseases 
and give a critical account, based on his own experiences and 
that of several contributors. The result has been a volume in 
which the subject has been written up on a scientific level 
and rather from the point of view of the physician than that 
of the physiotherapist 

A glance at the Table of Contents will reveal the full scope 
of the book. In particular the chapters on. bone pathology 
and applied anatomy and statistics are well done. and the book 
abounds with admirable illustrations, rep-oductions of X-ra 
photographs, diagrams and charts. Nevertheless. in a book 


which has attained such size, it is difficult to understand why 
a full chapter on peripheral vascular diseases and a section 
on the neuritides have been included; these conditions do not 


properly belong in a treatise on rheumatic disease. A section 
on treatment by corticotrophic substances and Cortisone is 
included: it is understandable that the full implications and 
status of treatment by these hormones cannot be fully outlined 
as vet. 

The volume should be in the hands of all physicians and 
specialists in rheumatic diseases 
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ecent Advances in Clinical Pathology. By Various 
Authors. General Editor: S. C. Dyke, D.M. (Oxon.), 
R.C.P. (Lond). Section Editors: Bacteriology: 
( ruikshank, M.D., F.R.C.P. Biochemistry: E. N. Allott, 
1d.) B.Sc., F.R.C.P. Haematology: R. G. Macfarlane, 

Histology: A. H. T. Robb-Smith, M.D., M.R.C.P 

575 + xii, with 37 plates and 36 text figures. 
Second edition, 40s.) London: J. & A. Churchill 
Limited. 1951. 


tents: 1. Bacteriology. 2 Biochemistry. 3} 
Special Contribution 


Haematology. 4. Histo'ogy 


his second edition resembles the first onl 

readers need not fear that they will find just the same 
topics brought up to date. Only a quarter of the subjects dealt 
with before have been retained and these are the ones in which 
specially rapid progress has been made, Three-quarters of 
the subject matter is entirely new. 

The names of the Editors are a guarantee that the book 
contains the best of British clinical pathology. Thirty con- 
tributors have written the articles in the 4 sections of 
bacteriology, biochemistry, haematology and histology, and in 
most cases they write on subjects with which their names are 
specially associated. 

The reviewer is most competent to assess the chemical 
section. Here the subjects chosen include liver function tests 
by Maclagan, electrolytes by Black, hormones in the urine 
by Patterson and paper chromatography by Dent. These are 
topics in which most of us are interested and in which 
theoretical progress has been made or the practical methods 
are new or greatly improved. It will be noted that the 
chemically minded physician has been called in as an adjuvant 
or corrective to the clinical laboratory. Some articles are of 
a practical nature and contain descriptions of new techniques 
and of those small details which are so helpful in the 
laboratory. While these articles also discuss to some extent 
the theoretical background of their subjects, others, which 
treat of subjects in which the laboratory methods are well 
established, are more concerned with the application of these 
investigations to diagnosis and treatment. 

The other sections have been as well treated, with a just 
balance between theory and practice. Subjects which catch 
the eye include the laboratory diagnosis of virus infections, the 
control of antibiotic therapy and of hospital infections, phase 
contrast in haematology and histochemistry in diagnostic 
histology. 

There are numerous excellent illustrations and plates, many 
of them in colour. 


in title and quality, 


PATHOLOGY 


Foetal and Neonatal Pathology. By J. Edgar Morison. 
M.D.. B.Sc. (Pp. 366 + xi, with 59 figures. £2 17s. 6d.) 
London and Durban: Butterworth & Co. Limited. 1952. 


Part I. Disturbances of Pre-Natal Life: 1 
Influences 2. Congenital Abnormalities 3. The Foetal Cir 
Placenta and the Foetal Membranes. 4. Foetal Nutrition 
5. Prematurity and Post-Maturity. 6. Stillbirths. 7. Multiple 
Pirths 8. Congenital Tumours 

Part 1. Adaptation to Extra-Uterine Existence. 9. The Adaptation of 
he Normal Foetus to Extra-Uterine Respiration 10. Lesions within the 
Infant Influencing Adaptation to Extra-Uterine Respiration ll. Adapta 
tion to Extra-Uterine Alimentation 12. Establishment of Post-Natal 
Metabolism. 13. Post-Matal Excretion and its Contribution to the Internal 
Fravironment 14. Conditions Interfering with Normal Post-Natal Develop- 
ment ant Growth 

Part 111. Infections in Foetal and Neonatal Life. 15. Defence Mechanisrns 
n the Foetus and Newborn Infant 16. Microbes of the Intra-Uterine 
and Post-Natal Environment 17. Pathology of Acute Infections Acquired 
in Utero. 18. The Pathology of Acute Infections Acquired After Birth 
19. Haemorrhage and Thrombosis in Sepsis. 20. Chronic Specific Infections 
m Foetus and Neonate Index 
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It is clear from several recent publications, especially in the 
United States, that there is a great awakening of interest in 
the pathology of the human foetus and the newly born infant 
In this volume Dr. Morison makes an important contribution 
which will stimulate research in the fields of embryology and 
physiology as well as paediatrics and medicine generally. Dr 
Morison has produced a most learned and scholarly work 
which rests on a well-secured foundation of anatomy and 
physiology. The coverage is almost encyclopaediac 
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The adaptation to an extra-uterine existence clearly depends 
to a very great extent on the structure and the functions of 
the respiratory system. The author himself has done funda- 
mental research on these problems, but it is possible that too 
much specificity is attached to cytological criteria, especially 
in connexion with aeration of the alveolar tree; morphology 
may not provide that certainty which we would like to have. 
especially in settling medico-legal problems of live and still 
birth. Nevertheless, his views are extremely stimulating and 
undoubtedly throw much light on the problems of the 
premature and the still born. 

The author's critical approach is also clearly seen in his 
discussion of the mechanism whereby congenital abnormalities 
occur, Rubella is, of course, our main concern in this regard, 
and some writers have begun to suggest that mumps, measles, 
poliomyelitis, varicella, hepatitis, etc.. may also cause foetal 
disturbances. Morison is of the opinion that the evidence 
about these is still inconclusive and ints out that the 
maximum risk occurs in the early months of pregnancy, e.g. 
the risk ranges from 83%, with an infection in the first month, 
to 61% in the 4th month, declining from 29 to 1% in the 
last 5 months of gestation. He is also unconvinced that the 
virus has direct access to the foetus during its period of vul- 
nerability and (on p. 289) he draws attention to the interesting 
work of Gillman, Gilbert and Gillman (from Johannesburg). 
who produced foetal abnormalities by the introduction of 
dyes which do not, as far as we know, cross the placenta, 
thus supporting the view that the foetal developmental 
disturbance, even in rubella, may be due to some disorder 
of the maternal cells interfering with metabolism essential for 
the embryo. 

There is, of course, a very full discussion on the rhesus 
factor and the problem of kernicterus 

Apart from being extremely well documented, this excellent 
work is illustrated with a most valuable series of photo- 
micrographs and diagrams essential to a proper appreciation 
of the many difficult and important problems which the author 
has discussed so admirably. 


THematic Test ANALYSIS 


Thematic Test Analysis. 


By Edwin S. Shneid . Ph.D., 
Walther Joel, Ph.D. and Ke tle. Phi 4 


nneth B. Little, Ph.D. (Pp 


320 + xi. $8.75.) New York: Grune & Stratton. 1951. 
Contents: 1. Introduction. Part I Thematic Test Data 2. Thematic 
Apperception Test 3. Make a Picture Story Test 

Part Ul Techniques of Thematic Test Analysis 4. Magda Arnold 
S. Betty Aron. 6. Leopold Bellak 7. Leonard Eron 8 Reuben Fine 
% A Arthur Hartman 10. Robert RK. Holt 11. Walther Joel and 
David Shapiro 12. Seymour Kiebanoff 13. Sheldon Korchin 14. Jo 

Lagasse 15. Julian B. Rotter and Shirley Jessor 16. Helen D. Sargent 


17. Percival M. Symonda. 18 Ralph K. White 


Part iil Additional Test Data 19. Rorschach Test, Interpreted by 
Bruno Klopfer 20. Wechsler-Be'levue Scale, Interpreted by Helen Kit 
ringer 21. Minnesota Multiphasic Personality Inventory, Interpreted by 
Harry Grayson 22. Draw a Person, Interpreted by Karen Machover 
23 BRender<ietalt Drawings, Interpreted by Max L. Hutt 

Pare iv Rehavioral Data 24. Psychiatric Case History Abstract (V 


A. Neuropsychiatric Hospital) 25. Course in Neuropsychiatric 
26. Psychiatric Notes from Neuropsychiatric Hospital 27 
Notes from Mental Hygiene Clinic 28. Psvchiatric 


Hospital 
Psychotherapy 
Follow-up Interview 


_ Part Vv Synthesis and Summary 29. Synthesis of Tat-Maps Test 
Comparisions W. Synthesis of Thematic Test Methods ‘1. Summary 
Ribliography. Index 


The of this volume are: 

i. To bring together, in relation to the same thematic test 
protocols, many of the varied published techniques for dealing 
with thematic tests; 

ii. To indicate some of the principles and dimensions of 
thematic test interpretations; 

iii. To permit comparisons between such interpretations and 
other test interpretations, especially the MAPS (make-a-picture- 
story test. a variation of Henry A. Murray’s Thematic Apper 
ception Test. developed in 1947 by Shneidman); 

iv. To hold a ‘psychological autopsy’ on one case. the 
emphasis being on the prediction of behaviour rather than on 
the validation of a_ technique And lest the orthodox 


psychologist should seck a statistical analysis of the inter- 
pretations, he is assured that such statistical treatment of the 
data is being planned for separate publication. 

In examining 
apparent 


under 
number 


the case 


consideration here. it is 
there is a 


that of consistent trends from 
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one story to the other, and from one test to the other 
Though there is little doubt about the meaningfulness of these 
trends, each analyst realizes that serious consideration must 
be given both to the extent of his ability to interpret with 
validity to other aspects of behaviour, broader personality 
dynamics, overt symptomatology or prognosis in therapy 
and to the nature of the cues used for such prediction. 

It is also realized that a fantasy technique can do little 
more than give some information about the nature of the 
individual’s imaginative productions in response to certain 
specific stimuli which are included in the technique. 

How the fantasy is related to the overt behaviour of a 
given individual is impossible to ascertain without access to 
complete behavioural data obtained by other means. For 
some individuals the fantasy may be reproductive of the 
subject's overt behaviour, for others it may be compensatory, 
and for still others it may have no relationship at all to overt 
behaviour. To try to decide which is which for any given 
record on the basis of the fantasy protocol alone may make 
a good parlour game, but is without justification in a clinical 
setting. 

The 15 T.A.T. (Thematic Apperception Test) methodologists. 
whose contributions form the < chapters in this book. 
are keenly aware of such pitfalls. Thus they present their 
behavioural data not as validating criteria for the psychological 
tests, but rather as sets of observations on the same person. 
As such this book provides a ‘fine parade of diagnostic 
intellections’ which make for fascinating reading. 


FRACTURES AND Joint INJURIES 


Fractures and Joint Injuries. By Sir Reginald Watson- 
RCS. F 


Jones, B.Sc.. M.Ch.Orth R.ACS. (Hon.). 
F.A.C.S. (Hon.). Volume 1. Fourth Edition. Pp. 443 
+ xxiv, with 709 illustrations, some in colour. £3 a set.) 


os and London: & S. Livingstone Limited. 
1952. 


Contents of Volume I> Part 1. Principles of Fracture Treatment ! 
Repair of Fractures. 2. Delayed Union and Non-Union 3. Adhesions 
and Joint Stiffness 4. Myositis Ossificans Traumatic Ossification 
5S. Avascular Necrosis of Bone. 6 Vascular Injuries 7. Nerve Injuries 
& Clinical and Radiographic Diagnosis 9. Manipulative Reduction of 
Fractures 10. Operative Reduction of Fractures 11. Reactions of 

to Metal 12. Shock. Stress and the Adaptation Syndrome 13. Open 
Frectures and Joint Wounds. 14. Transplantation of Bone 

Part Ul. Fatigue or Stress Fractures, Birth Fractures and Pathologica! 
Fractures 1S. Fatigue or Stress Fractures 16. Birth Fractures 7 
Pathological Fractures. Index of Authors. Subject Index 
It is indeed a happy coincidence that a new edition of this 
book should appear now, in what promises to be a vintage 
year for British orthopaedic surgery. since a joint meeting of 
the Orthopaedic Associations of the English-speaking world 
will be held in London this year with Sir Reginald as 
president. This book is one of the best that has been written 
in the English language on this subject, and is thus indicative 
of what one may expect to see and hear from the British 
school of orthopaedic surgery. 

Now in its fourth edition, this book is so well known. 
having been awarded every reviewer's and reader's laurels 
that it requires no introduction. It only remains to indicate 
how this edition differs from previous ones. 

Many new illustrations have been added. It is a pity that 
a slight error has crept into the legend to Figs. 409-410, which 
show a humero-ulnar arthrodesis, but which have been 
termed a radio-humeral! arthrodesis. 

Many of the chapters have been rewritten and, as stated 
in the preface, ‘there are new chapters on wound shock and 
the adaptation syndrome in its relation to shock; on the 
treatment of open fractures and joint wounds. chemothera- 
peutic control of infection, early closure of wounds by 
secondary suture or skin grafting, and plastic surgery in 
fracture treatment; on transplantation of bone, cancellous bone 
grafting and intramedullary nailing with a series of case reports 
of typical bone grafting operations: on fatigue fractures and 
pathological fractures, with a review of bone disease that 
covers almost the whole of orthopaedic surgery’. Also a 
completely new chapter on the ‘reactions of bone to metal’. 

This book does great credit to its author and the publishers. 
and is an absolute *‘ must’ for all undergraduates and those 
who deal with the surgery of trauma. 
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The Hair and Scalp. A Clinical Study (with a Chapter on 
Hirsuties). By Agnes Savill, M.A. M.D. (Glasg.). 
F.R.C.P.1. Fourth Edition. (Pp. 316 + xi, with 
— 25s.) London: Edward Arnold & Company. 
1952. 


Coments: 1. Structure and Physiol of the Hair 2. Canities: Grey 
Hair 3. Care of the Hair. 4 Molecular Structure and Elastic 
Properties of Hair. 5. Common Disorders of the Hair. 6. Diffuse Hair 
fall: A. Without Disease of the Scalp. 7. Large Areas of Baldness. & 
Diffuse Hairfall: B. With Disease of the Scalp. Hairfall and Otlness 
° Hairfall with Bald Patches 10. Itching of the Scalp 11. Sealy Con- 
ditions of the Scalp. 12. Scaly Conditions with Fung: in the Hair 13 
Erythematous Eruptions 14. Pustular Conditions of the Scalp is 
Vesicular and Bullous Conditions of the Scalp. 16. Defects of the Hair 
Shafts. 17. Warts, Swellings, Nodules and Tumours. 18. Altered Colour 
of the Scalp 19. Hair Dyes. 20. Hirsuties. Formulae. Index 


The 5 years which have elapsed since the last reprint of the 
third edition of this well-known work on diseases of the hair 
and scalp has given Dr. Savill the opportunity to revise a 
great deal of it, where necessary, and to incorporate the latest 
literature and developments in this branch of dermatology 
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Whiist the teachings of Sabaraud inevitably remain much in 
evidence, ample references to and extracts from the writi 

of odern dermatologists are to be found. This book, 
generally recognized as a leading work on its subject, has in 
its new edition been brought up to date. 

the preservation and the appearance of the hair concerns 
men and women of all ages. The varieties of medicaments 
sold by the trade is legion. The gullible and ignorant public 
is exploited to the extent of several millions of pounds yearly 
by enterprising business men and hairdressers. The average 
medical practitioner does not feel competent to give advice 
about the normal care of their hair to his patients. Most of 
his problems are answered in this book. 

This volume can be recommended to the scientist who will 
appreciate the chapters on the physiology and the molecular 
Structure of the air and to the clinician, who wl find 
valuable information in the concise and yet full descriptions 
of the various ailments of the scalp and hair. The general 
practitioner and medical student will derive pleasure and 
instruction by the scientific evaluation of such cosmetic 
treatment as permanent waving, singeing, bleaching and 
dyeing of the hair. 


CORRESPONDENCE 


PSYCHOLOGICAL TREATMENT TECHNIQUE 

To the Editor: Though admittedly one swallow does not make 
a summer, the arrival of one may yet be herald of the summer 
to come. Such a presaging bird may have been noted by 
readers of the article by Dr. H. H. Cooper of Valkenberg 
Mental Hospital in the Journal of 26 April 1952.' He wrote, 
inter alia; * Mentally the patient was depressed and retarded. 
She seldom spoke, and when she did, it was mainly to com- 
ment on her sinfulness and unworthiness. She also admitted 
to auditory hallucinations. Her mental condition represented 
a psychotic episode for which electroshock treatment was 
indicated . . . the patient was given her ninth treatment... . 
The patient's mental condition had, unfortunately, not 
responded well to treatment.’ 

Reference to my previous communications on psychological 
treatment technique 2." and the publications therein quoted, 
could possibly indicate that in the case reported by 
Dr. Cooper ‘encapsulation of the psychic organisms and 
abscess or abscesses’ was not achieved by the electroshock 
treatment and that treatment by the psychological technique 
abovementioned could possibly have been more successful and 
more rapid. 

Specialist psychiatrists may, with some justification, perhaps 
refer me to the book Psychological Healing by Pierre Janet, 
Professor of Psychology at the College of France some years 
ago,' wherein is written: “More often than we are aware, 
we have slipped back into the simple method of moralization. 
which is to-day the most common and most practical form of 
psychotherapeutics. Does this suffice? Are we never to get 
beyond this stage? Obviously, we must try to advance. foi 
the lack of precision in diagnosis and treatment entails many 
drawbacks. Such general and confused methods of treatment 
have their advantage; but they have all the defects of theriac. 
a remedy which has disappeared from the pharmacopoeia 
No doubt successes can be obtained from the method of 
moralization, but it is impossible to foresee or guide them. 
so that we can never tell whether we shall be able to produce 
a similar result in another patient.” 

In order to bring greater precision into the estimation of 
the etiological factors, as differentiated from the precipitating 
factors, leading to a neurosis or to a psychosis, and so to 
bring greater precision into the diagnosis and eventually to 
the psychological treatment of mental illnesses, I suggest in 
all humility to my medical colleagues a perusal of my paper 
The Aetiology of Mental Illness in the Edinburgh Medical 
Journal of July 1950. 

With the list given in that paper. the therapist is in a 
position to tabulate the main etiological factors in any case 
of mental illness, while precipitating factors such as, e.g. 
physical or mental strain, whether acute or whether long- 
drawn-out, can then be assessed in their correct perspective. 


Psychological treatment along the lines given?.* then 
becomes a relatively easy matter—provided the patient is 
willing to accept the therapy. 

The analogy here to the position obtaining in general 
medicine should be self-evident. One may with certainty, e.g. 
diagnose a chronic infection with Plasmodium vivax, or a 
mixed infection with Plasmodium vivax, Filaria bancrofti, 
Schistosoma haematobium and Taenia solium, but if the 
patient refuses to accept curative therapeutic measures the 
accurate diagnosis alone is merely of academic value. 

Fortunately most patients so afflicted, as well as those men- 
tally afflicted, are sufficiently uncomfortable, physically and 
mentally, to be willing to accept the therapy offered, as well 
as to listen intelligently thereafter to advice about how 
prophylaxis against re-infection should be undertaken. 
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SELF-PALPATION AND BREAST CANCER 
lo the Editor: 1 have read with interest your Editorial of 
22 March 1952 on Self-Palpation and Breast Cancer, and the 
rejoinder by Dr. M. Weinbren in your issue of 3 May 1952. 
may say at once that I am in complete agreement with 
the substance of the Editorial. which I consider to be a 
restrained and well-balanced criticism of such a procedure, 
It is perhaps significant that the only adverse criticism should 
come, not from a practitioner in daily clinical contact with 
patients in the investigation and diagnosis stage of the disease, 
but from a radiologist, whose only contact. broadly speaking. 
with breast-cancer patients is in the use of X-rays either for 
therapeutic purposes or for the diagnosis of secondaries, in 
other words, in established cases of cancer of the breast. In 
such circumstances the psychological aspect naturally fades 
into insignificance by comparison with the dreadful condition 
actually present. Consequently such an opinion would tend 
to be ‘ren and visionary rather than clinical and 
practical. 
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The figures quoted are interesting, but are collateral and 
have no direct bearing on those quoted in the Editorial. On 
the other hand, some remarks are irrelevant to the immediate 
subject under discussion and some would appear to stress the 
hypothetical individual at the expense of the very real and 
overwhelming majority who would never be the subjects of 
the disease. 

Taking one or two of Dr. Weinbren’s remarks one is struck 

by their ineptitude. For example, he says: ‘It is inconceivable 
that any woman would —_ the breast so vigorously as to 
cause a haematoma.” ic a remark can only come from 
lack of clinical experience, as one has seen such an occurrence, 
subsequently leading to a local clinical picture closely 
resembling a carcinoma. He is equally unimpressed by a 
rominent rib cartilage leading to marked emotional distur- 
my but the lump is there and the fact remains, which he 
ignores but which is emphasized in the Editorial, that the 
knowledge of its presence does not eye | bring the patient 
to the doctor, and she stays away because she is afraid to be 
told it is cancer. Then he remarks: ‘A victim of cancero- 
phobia is not a greater trial to herself and her relations than 
the victim of a cancer of the breast.” I would not agree with 
this statement either, as the one is a factual trouble which 
can be and is met, whereas the other is an imaginary one 
for which there is little or no relief, and that over an indefinite 
period, while one has to remember that in this case the medical 
man is also involved. 

Stating that carcinoma of the breast is rare under the - 
of 40, he seems to advocate that this self-palpation should 
only start after 40, but I would remind him that the tendency 
is for the most malignant cases to be in those under 40, when 
the urgency for an early diagnosis is more striking than ever. 

He would also seem to consider that a woman palpating her 
own breast would be much more likely to give a good com- 
prehensive report on a lump than a general practitioner; but 
my reaction to that would be that there is no sound comparison 
between two such examinations, unless perhaps (one is con- 
strained to suggest) the practitioner concerned were a 
radiologist. 

It has struck me that one might reasonably have expected 
Dr. Weinbren to have supported the Editorial, judging from 
the success of a procedure carried out by the radiologists 
themselves, viz. mass radiography of the chest for tuberculosis, 
where the patients are dealt with in mass, so far as one knows, 
without any objection or psychological upset, and with 
unquestionable advantage and benefit. 

s mentioned by Dr. Weinbren, self-palpation as recom- 
mended is American in origin and is advocated by the 
American Cancer Society. 

It is interesti to note that, in a recent lay report 
emanating from the U.S.A., in the last few years there has 
been a 20% increase in mental disease there, and that they 
have more hospital patients under treatment for mental 
complaints than all others combined. é 

I suggest that such programmes as regular self-palpation of 
the breast for cancer, which is so typically American, may 
not be without some responsibility for such a state of affairs. 


Gordon's Bay, C.P Charles F. M. Saint. 
& May 1952. 


Sciatic Patsy 

To the Editor: The article by Drs. N. M. Thompson and 
L. A. Allen on Puerperal Sciatic Palsy in the Journal of 3 May 
is of great interest. An unusually high incidence of this form 
of birth trauma is recorded in the case of Bantu patients. 
Professor Heyns’ studies of the female Bantu pelvis have 
indicated what an important bearing the measurements 
disclosed may have on obstetrical complications. It is to be 
hoped that this article will stimulate investigations and 
discussions in our active Obstetrical Society and at Medical 
Congress. 

The point, however, which I would like to make relates to 
this statement: * The forceps in all cases requiring instrumental 
delivery was the Neville Barnes. This was essentially desi 
for the European pelvis but the normal brim area in the Bantu 
is smaller than the European brim.’ It is essential to point 


out that forceps, however small, if applied at the brim may 
cause serious trauma, not only to nerves and the bladder but 
also to other tissues and to the child. 
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The best indication for the use of forceps is delay when the 
head is on the perineum; and | am in favour of this bein 
done with the patient under an anaesthetic in the left latera 
position, when nerves and other strictures are not taut. 


a Town. A. Simpson Wells, M.D. 
9 May 1952. 


MEDICAL VERSIFYING 


To the Editor: A patient of mine (Miss Kelly) has sent me 
this delightful poem (attached). I hope you will find room 
for it in your Correspondence Columns. see 

. P. Reid 


223 Lister Buildings, 
Bree Street, 
Johannesburg. 

10 May 1952. 


MY PET 


I knew I was unlucky—of possessions I had few, 

I had not got a husband and my Income Tax was due 

So I found a small neurosis (or small it was at first) 

Until I felt it should be saved from hunger and from thirst. 


I watered it twice daily and several times at night, 
I really was attached to it—I kept it well in sight. 
I kept it very close to me at work or during play, 
I loved my y Ben neurosis—with me I made it stay. 


I let it keep me from my sleep and put me off my food, 
For hours I'd think about it—it changed my every mood. 

I lost my sense of humour—lI lost my friends as well, 

So when doctors saw me coming they gently murmured * Hell * 


It mastered all my sweat glands—I 

No matter what I thought of 
fright. 

I really felt insanity had grasped me by the arm, 

(The history of the family was surely an alarm). 


rspired day and night, 
those thoughts were tinged with 


I got my muscles cramped up tight, my neck I could not turn. 
In the middle of my tummy I could feel an ulcer burn. 

My head went round in circles and straight I could not walk. 
I fancied what the doctors said was merely silly talk. 


So I went to see a Specialist and told him many tales, 

In fact, I treated him to nought but moanings and said wails. 
I had my inside X-rayed—I knew the plates would show 
Both Specialist and Doctor some things they did not know. 


| waited for the verdict with a smug and smiling face, 

To hear them say in gravest tones how serious was my case 
And how they felt the time had come for a refresher course 
To brighten up their knowledge from its very early source. 


The Specialist first saw me—he was tact personified, 

He was very reassuring— there was nothing wrong inside’ 
He exercised great patience and did not tap Ls head 

And say-— It’s Tara for you when they've a vacant bed’. 


He returned me to my doctor and said that he would write 
A letter all about me—he would do that overnight. 

The letter reached my doctor and so did I (with glee) 

To hear the musts and do's and don'ts about important ME 


My doctor took his coat off and with elbows on the table, 
Gave me forty minutes’ pep talk in a manner more than able. 
He said that my condition and my stupid morbid brain 
Were things that I, and I alone, could ever hope to train. 


The other things he told me my pride won't let me say, 
But well he knew his pep talk had truly won the day. 

So as I parted from him he grew just a little bolder, 

And tempered justice with a pat upon my drooping shoulder. 


So home I went in sorrow—subdued is not the word. 

And told my pet neurosis some things he'd never heard. 
And I gave him instant notice—in a manner most exotic, 
When I found it cost me twenty pounds to hear * you're plain 


neurotic *. 
Miss Kelly. 
210 Midhall Gardens, 
Edith Cavell Street, 
Johannesburg. 
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RMISON 


non-barbiturate hypnotic 
for safe, sound sleep 


without unpleasant after-effects 
free from habit-forming properties 
of the barbiturates 


safe 

free from habit-forming or addiction properties of barbiturates ; 
rapidly metabolized; no cumulative action; no toxic effects on 
prolonged use 


acts gently and quickly in insomnia 
mild hypnotic action quickly induces restful sleep 
no prolonged suppressive effect 


action subsides after a few hours; patient continues to sleep 
naturally 


no unpleasant after-effects 


patient awakens refreshed with no “drugged” feeling 


DOSAGE: One or two capsules of DORMISON taken just 
before the patient is ready for sleep. DORMISON’s 
wide margin of safety allows liberal adjustment of 
dosage until the desired effect is obtained. 
DORMISON is supplied as gelatine capsules, each 
containing 250 mg. methylparafynol-Schering, im 
bottles of 12 and 100. 
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Why do physicians prefer 
the ALPINE SUNLAMP 
for ultra-violet ray therapy? 


It was natural for physicians to select the Alpine Sun during those 
early days when clinical indications for actinotherapy were being 
demarcated with this original quartz lamp. They still prefer it to-day 
for its outstanding technical excellence. Consider these features of 
the current Model | X: 


ARC TUBE 
REFLECTOR 


STABILIZER The Are Tube generates an output of actinic radiation which is unique for 


such a small tube. 
The Anodised Reflector doubles the are tube intensity over the treatment 
area 
The intensity Stabiliser counteracts arc tube ageing and sustains the high 
output for a long operating life 
Just post the coupon to our agent for particulars. 
HANOVIA LTD. To THE BRITISH 
Specialists in Actinotherapy Lamps GENERAL ELECTRIC CO. LTD 
To The British General Electric Company Ltd., P.O. Box 2406, Please send me full particulars of Hanovia products 


Johannesburg. Branches: Cape Town, Durban, Port Elizabeth. NAME 
Salisbury, Bulawayo. 


Scieace has been built up from 
many years of careful research. 
Printing owes its modern developments to 
years of careful research and 

trial. We are anxious to place 

the benefit of these developments 

at your disposal, consult us. 


“Print and Progress 
with the Times” 


CAPE TOWN : 
Sales Office: St. George's St P.O. Box Ii Phone 2-983! 
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ASPIRIN is an acidic substance — sparingly soluble 


DISPRIN is substantially neutral, stable, soluble and 
palatable —and in solution forms calcium aspirin 


The reasons for preferring calcium aspirin to aspirin yicld « palatable and far less acid solution of calcium 
he chiefly in the fact that it is a neutral, soluble and = aspirin that can be prescribed in all conditions in which 
bland compound, whereas aspirin is acidic, sparingly acel) salicylate administration is ha 
soluble and may act as a gastric irritant. But calcnum = indicated. Extended clinical trials 
aspirin has a defect of its own—chemical instability; have shown that Disprin in 
and in consequence, attempts to manufacture it in the ~=massive dosage, even over long 
form of tablets that could be depended upon to remain periods, has been tolerated with- 
ree of nauseous breakdown products, under reasonable out the development of gastric / 4 
conditions of storage, have hitherto met with litth of systemic disturbances 
success. These difficulties have now been overcome except in cases of extreme 


Disprin, a stable tablet preparation, readily dissolves to hypersensitivity. 


Clinical samples and literature supplied on application. 
Special hospital pack - prices on application 


RECKITT AND COLMAN (AFRICA) CAPE 1OWN 


You have the CE 
Sot. need with this 


RADIOGRAPHIC RULE OF THREE 


The SPEED you need is yours when film, screens, and chemicals Use ‘KODAK 
bear the Kodak label. Then, because these products are made to X-RAY FILM 
work together, the radiographer is assured the utmost in speed 

in every step, from initial exposure to final processing 

and the maximum diagnostic value Expose with 


‘KODAK’ SCREENS 
KODAK PRODUCTS FOR RADIOGRAPHY 


Blue Brand and ‘Kodirex’ X-ray Films . . . ‘Flurodak’ 
and ‘Fluropan’ Films for mass miniature radiography 
. . « High Definition and Ultra Speed X-ray Inten- 
sifying Screens . . . Exposure Holders . . . X-ray 
Developers, Developer-Replenishers and Fixers . . . 
Processing Units and Drying Cabinets . . . Safelight 
Lamps . . . Hangers, Thermometers . . . Film Corner 


Cutters . . . Illuminators. 
Process with 


KODAK (South Africa) Limited = “wienyy 


CAPE TOWN JOHANNESBURG DURBAN 


*KODAK’ is a registered trade mark. 
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From the Hepatic Ducts to the ait of Vater 


Stasis in the biliary tract can be both a contributory and 
exciting cause of gall-stones. Where a gall-stone diathesis 
exists a thorough flushing of the gall-bladder and ducts, by 
an increased flow of bile, will result in the solution or washing 
away of cholesterol and the removal of this cause of stone 
formation. The natural bile salts in Veracolate* by their 
choleretic action encourage the production of normal bile, 
while the cholagogic action keeps the bile freely flowing. 
The carminative and cathartics combined with 


the bile salts in Veracolate promote peristaltic VERAC OLA TE 


stimulation and ensure evacuation. 


Available in botties of 50 and /00 tablets 


WM. R. WARNER & CO. (PTY) LTD., 6-10 Searle Street, 


Capetown, 


POST GRADUATE 


Are For South African 
justa i pre mg for any Medical, 
J pair of hands 


= poe below for valuable cation 
. but{where would you be without them? A — 


mischance might so easily interrupt or even “GUIDE TO MEDICAL EXAMINATIONS” 
> Cc 
terminate the practice of your profession. PRINCIPAL CONTENTS 


of the Qualifying Bodies. 
Sanlam, however, provides Special Disability endon end Edinburg 


Benefits, which can compensate you for the 


loss of income resulting from such a misfortune. 


Di 
Diploma in industrial Health. 
On receipt of an invitation from you our repre- Diploma in 


The F.0.S. and Dental THE SECRETARY 
sentative will gladly give you full details. Gnaminacions. MEOICAL 


You can prepare for any of 
these qualifications by 


al study in S. Africa 
SANLAM | 
South African National Life Assurance 
Co., Ltd. 
Head Office: 28 Wale Street, Cape Town. 


Agencies Everywhere. South Atrican Offices: P.O. BOX 2239, DURBAN, NATAL. 


XXVi 
\y, 
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| 
- 
The Dipioma in Tropical Medicine. 
| Diploma in Psychologica! Medicine. 
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Capsules 


Are now available in TWO FORMS 


STANDARD 


Containing 0.50 G. sodium salicylate 
which may be taken with complete free- 
dom from nausea or gastric disturbances. 


Indicated in acute articular and extra- 
articular rheumatism and its complica- 
tions, rheumatic pains, infections and 
hepatic disorders. 


VITAMINISED 


Incorporating vitamins B,, C, K and PP 
with the normal 0.50 G. sodium salicylate. 


The preparation of choice in all cases in 
which very high doses of sodium salicylate 
are necessary, notably in the active treat- 
ment of acute articular rheumatism, poly- 
arthritis, lupus erythematosus and carditis. 


Both forms are available in bottles of 50 and 200 capsules 


Literature and samples on request from South African Agents 


LENNON LTD., 


P.O. Box 8389 JOHANNESBURG 


CONTINENTAL LABORATORIES LTD., 10! 


GREAT RUSSELL STREET, LONDON, W.C.1 


HEPVISC 
FOR THE RELIEF OF 


HEPVISC is a New Hypotensive Agent 
combining Mannitol Hexanitrate (8mg.) 
with Viscum Album (50 mg.) in one 
tablet. 
It effectively relieves Hypertension and 
controls subjective symptoms. 
DOSAGE: 
TWO TABLETS THREE OR FOUR 
TIMES DAILY 
Supplied in bottles of 50 tablets 
Literature and Samples on request 
PHARMACAL PRODUCTS (PTY.) LTD. 
P.O. Box 784 + Port Elizabeth 
Agents for 


THE ANGLO-FRENCH DRUG CO. LTD., 
LONDON W.C.1 Cams mw 


ANASTHETIC ETHER 


Manufactured by 


THE NATAL CANE BY-PRODUCTS [10 
OF MEREBANK 


@ Guaranteed to conform to 
the requirements of the 1948 
British Pharmacopoeia and the Speci- 
fication of the South African Bureau 
of Standards. Equal to the finest 
imported Ether. 


9 In cases, each containing 
12 | Ib. Amber Coloured Bottles, 
similar to those used in Europe. 


For further information please write to the selling Agents 


C. G. SMITH & CO, LTD, 


301 Smith Street, P.O. Box 43, Durban 
Bert Mendelsohn (Pty.) Led. C. G. Smith & Co., Led., 
P.O. Box 565, Johannesburg. P.O. Box 1314 Cape Town. 
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The Medical Association of South Africa : Die Mediese Vereniging van Suid-Airika 


AGENCY DEPARTMENT ; AGENTSKAP AFDELING 


JOHANNESBURG 


Medical House, 5 Esselen Street. Telephone 44-9134-5, 44-0817 
Mediese Huis, Esselenstraat 5. Telefone 44-9134-5, 44-0817 


PRAKTYKE TE KOOP : PRACTICES FOR SALE 


(Pe S34) Progressive Transvaal town dispensing ractice 
Average gross income £3,500 p.a. Excellent surgical Oocilities 
Owner going overseas. 
(Pe O.V S-praktyk Goeie geleentheid vir algemenc 
geneesheer met aanleg vir snywerk. Alle fasiliteite. Medisyne 
word aangemaak. Moet tweetalig wees. Jaarlikse inkomste 
£2,400. Eienaar gaan verder studeer. Premie vir klandisie- 
waarde, instrumente en voorrade, £1,500. Een maand 
introduksie sal gegee word 
(Pe/S35) Eastern [ransvaal Dispensing practice Annual 
gross income, £3,500. House for sale at £3,000. Large bond 
available. Premium £1,750. Terms open for discussion 
(Pr'S36) O.F.S. dispensing practice. Annual income, £3,000 
Practice is unopposed. House for sale at £2,000. Premium of 
£1,200 includes drugs and surgery furniture. 
(Pr/S38) Uitsickende O.V.S.-praktyk. Jaarlikse inkomste oor 
skrei £3,000. Medisyne word aangemaak. Huis en spreek- 
kamers sentraal geleé en te huur teen £5 p.m. Premie £1,250, 
en terme kan gereé| word. Hierdie praktyk brei nog daagliks 
uit. Etenaar wil hom graag in stad vestig. 
(Pr/S39) Pretoria practice. Details on application 
(Pr/S40) O.V.S.-praktyk. Medisyne word aangemaak. Groot 
woonhuis en spreckkamers te huur. Premie van £750 sluit 
spreekkamermeubels, medisyne en instrumente in. Terme kan 
gereél word 
(Pr/S41) Northern Suburbs of Johannesburg Growing 
prescribing practice One appointment approx. £600 per 
annum. North-facing flat can be obtained in the same build- 
ing as surgery. Knowledge of Afrikaans not essential. Full 
details on application 
(Pr'S$42) East Rand Mainly non-European cash practice 
Average annual gross income, £2,800. Premium of £1,500 
required for goodwill, inclusive of furniture and drugs. Terms 
may be arranged 
Bloemfontein. Exceptionally well-established solus 
rescribing practice. Average annual receipts approx. £7,000 
remium required, £4,250. Great deal of midwifery done 
Practice offers great scope for practitioner with surgical ability 
(Pr/S44) O.V.S.-goudveide. Bied uitstekende kanse vir uit 
breiding Huisvesting beskikbaar Volle besonderhede op 
aanvraag 
(Pr/S45) Retiring Urologist wishes to sell his outstanding office 
furniture and instruments Three rooms, centrally situated, 
could be taken over. Full details on application 


CONSULTING ROOMS TO LEI 


(R/O3) Johannesburg. Consulting room and share of waiting 
room, in excellent situation. Rental £20 p.m. Immediate 


occupation 


KAAPSTAD : CAPE TOWN 
Posbus 643, Telefoon 2-6177 : P.O. Box 643, Telephone 2-6177 


PRAKTYKE TE KOOP : PRACTICES FOR SALE 


(1029) Noord-Kaaplandse dorp met verpleeginrigting. Een 
aanstelling. Spreekkamers te huur teen £4 p.m. Profyt vii 
1951 was £2,500. Prys vir klandisiewaarde, meubels, instru 
mente en medisyne is £750 Besonder billike terme vir 
afbetaling 
(1003) Transkei 
cash receipts 1951, £3,311. D.S. and M.O.H. appointments 
Large well-built house for sale at £3,300. Premium required 
£1,500 

(1010) Cape Town. Practice with excellent scope for expan- 
sion Average annual receipts £1,100. Premium required. 
£1,050 which includes drugs, few instruments, half-share 
furniture. Consulting rooms shared with specialist 


Well-established practice. Total 


(1016) Eastern Province. Unopposed solus practice. Average 
annual receipts, £2,471. Premium for goodwiil, £1,000. Drugs. 
furniture and instruments offered at £190. Terms available 
Attractive modern home to rent at £8 10s. p.m. Rental roomy 
surgery, £3 p.m. 

(1048) Eastern Province coastal town with hospital facilities 
Average annual gross receipts, £4,300. Three appointments 
Premium required, £2,500. Payment on terms acceptable 
House for sale at £5,000. Bond for approximately £3,000 
available. Excellent prospects. 

(972) Eastern Province hospital town. Average gross annual 
receipts, £4,100. Some dispensing done. Premium required 
£2,800, which includes drugs, surgery furniture, waiting-room 
furniture and most instruments. fiouse for sale at £2,000 for 
which terms could be arranged. Pleasant district. 

(895) Specialist physician's practice. Details on application. 
(992) South-Eastern Cape hospital town. Premium required 
£1,500 which includes drugs, furniture and instruments worth 
approximately £1,350. Flat plus surgery to let at £6 p.m 
(993) Noord-Kaapland. Dorp met privaat verpleeginrigting 
Gemiddeld £200 p.m. kontant ontvangste. Koopprys van 
£5,500 sluit in huis en 2 aparte geboue, meubels, instrumente 
medisyne en praktyk. 

(636) Cape Town suburban practice. Non-European. Rental 
for house, £5 p.m 


ASSISTENTE PLAASVERVANGERS VERLANG 
ASSISTANTS /LOCUMS REQUIRED 
(1046) Eastern Province 
August and September 


Locum required for the months of 


DURBAN 


112 Medical Centre, Field Street. Telephone 24049 


PRACTICES FOR SALE : PRAKTYKE TE KOOP 


(PD6) Radiological practice, established 1923, in large coast 
city. Equipped for diagnosis, superficial and deep X-ray 
therapy and also superficial radium therapy. Extensive ground- 
floor rooms to be taken over on long lease. Premium required 
£6,750 cash, or terms arranged under suitable guarantees. For 
immediate sale. 

(PD7) Solus prescribing practice on Natal South Coast. Scope 
for Native practice which at present is discouraged. Hospital 
facilities available at Port Shepstone Hospital, approximately 
10 miles from consulting rooms. Premium required £2,500 
which includes instruments, drugs, and furniture. Cash is pre- 
ferred, but terms could be discussed. It is preferred not to 
sell this practice before the end of June 1952, but introduction 
could commence without delay and principal will allow half 
the net income. No appointments held. House is for sale at 
£4,500, partly furnished, but is not part of the practice. 

(PD8) Natal South Coast practice. Would suit retired doctor 
European population approximately 100. 31 miles from 
Bizana, 22 miles from Margate. Premium required £400, 
includes a good stock of drugs, dressings, instruments and 
surgery furniture. House for sale £1,800, including stand of 
4 morgen. For immediate sale 

(PD9) In large coastal City. Specialist in Physical Medicine 
wishes to dispose of private practice immediately. Centrally 
situated Rooms, full equipment and staff including Physiothera- 
pists to be transferred 

(PD10) General Practice Natal Inland City. European and non- 
European patients. Scope for midwifery and surgery. Premium 
required £1,250, cash preferred but terms will be considered 
For immediate sale. 


LOCUM REQUIRED 


For month of July. General Country Practice in Zululand 
£3 3s. per day plus £5 car allowance. Locum must possess 
his car. Afrikaans essential. 


7 Junie 1952 


Vacant District Surgeoncy 


Applications for the undermentioned District Surgeoncy, 
accompanied by particulars as to date and country o birth, 
qualifications, experience and previous and present appoint- 
ments of applicants, should reach the Secretary for South West 
Africa, Windhoek, not later than 25 June 1952. Testimonials 
(copies) may be submitted, but canvassing by petition or 
otherwise should not be resorted to. The appointment is on 
a part-time basis and private practice is not precluded. 
Applicants should state whether they have a_ knowledge of 
both official languages. Surgical experience will be a recom 
mendation. Applicants must state the earliest date on which 
duty can be assumed 

District: Gibeon 

Headquarters: Mariental. 

Salary: £360 per annum 

The salary mentioned covers all ordinary and routine 
services, but travelling allowance at Is. 6d. per mile for all 
mileage travelled beyond a radius of three miles from head- 
quarters, night detention at 22s. 6d., and supplementary fees 
for certain other services will be payable, also fees for 
attendance at courts and inquests in accordance with the tariff 
of the Administration's Branch of Justice Applications 
should be submitted on Form Z.83 obtainable from magistrates’ 
offices 35468 


Vakante Betrekking vir 
Distriksgeneesheer 


Applikasies vir die ondergenoemde pos van Distriksgeneesheer, 
met vermelding van datum en land van geboorte, kwalifikasies, 
ondervinding en vorige en teenswoordige aanstellings word 
deur die Sekretaris van Suidwes-Afrika. Windhoek, ingewag, 
en moet hom nie later as 25 Junie 1952 bereik nie. Getuig- 
skrifte (afskrifte) kan ingestuur word, maar geen versock on 
ondersteuning van applikasie word toegelaat nie. Applikante 
moet vermeld of hulle ‘n kennis van albei amptelike tale besit. 
Die aanstelling is van ‘n deeltydse aard en private praktyk 
word toegelaat. Chirurgiese ervaring sal ‘n aanbeveling wees. 
Applikante moet die vroegste datum meld wanneer hulle 
dienste kan aanvaar 

Distrik: Gibeon. 

Hoofkwartiere: Mariental. 

Salaris: £360 per jaar 

Die genoemde salaris dek alle gewone en roctiene dienste 
maar reistoelae teen Is. 6d. per myl vir alle afstande afgelé 
buite drie my! vanaf Hoofkwartiere, nagverblyf teen 22s. 6d. 
en bykomende vergoeding vir seker ander dienste word betaal, 
en ook vergoeding vir bywoning van hofsittings en ondersoeke, 
ooreenkomstig die tarief van die Administrasie se Afdeling 
van Justisie. Applikasies moet ingedien word op vorm 7.83. 
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wat van enige Magistraatskantoor verkrygbaar is. 468 


Wanted 


Assistantship in or near Durban required by woman doctor. 
London qualifications. Fifteen years’ experience general 
practice. Write *A. M. A.’, P.O. Box 643, Cape Town. 


S.A. TYDSKRIF VIR 


Wanted 


A manufacturing concern near Durban requires the services of 
a part-time medical officer, one session per week. Applications 
to P.O. Box 43, Jacobs, Natal, on or before 14 fees 1952. 
This appointment has the approval of the Medical Association 


Wanted 


Wanted for practice in Southern Rhodesia, general practitioner 
with post-graduate degree in medicine. Write ‘A. L. Z.’, P.O. 
Box 643, Cape Town. 


GENEESKUNDE XXIX 


Transvaal Provincial Administration 
VACANCIES: TRANSVAAL PUBLIC HOSPITALS 


\pphcations are invited from suitably qualified candidates for the 
undermentioned posts at Public Hospitals in the Transvaal. 
Applications should be addressed to the Medical Superinten- 
dent of the Hospitals concerned, and should contain full particu- 
lars as to the age, professional, academic and language qualifi- 
cations, experience and conjugal status of the applicant and 
should further indicate the earliest date upon which duties can 
be assumed. Copies, only, of recent testimonials to be attached. 


Hospital Vacant Post Emoluments Remarks 


Edenvale, Surgical £620-780. Married plus (a) be- 
P.O. Rae- registrar(1) 820-860 low. Single plus (b) 
dene below. 

Far East Part-time £615 per Plus three-quarter of 
Rand, P.O. radiologist annum in the fees actually re- 
New State al) respect of — ceived in respect of 
{reas 3 sessions radiological work 

per week performed by the 
incumbent not to 
exceed £820 per 
annum. 

Johannesburg Hospital Board and the University of the Wit- 

watersrand: Registrarin £620-780 Must be a registered 
Neurology 820-860 medical practitioner 
and of two years’ stand- 
Psychiatry ing. Married plus 
(a) below. Single 

plus (+) below. 

Must be a registered 

medica! practitioner 
of two years’ stand- 
ing Married plus 

(a) below. Single 
plus (4) below. 

£620-780 Married plus (a) 
820-860 below. Single plus 

(b) below. 

Pretoria Junior £1,200x 50 Must be a registered 
assistant 1,500 specialist Married 
physician plus (a) below. 

Single plus (+) below. 

Registered medical 
practitioner Mar- 
ried plus (a) and (c) 
below. Single plus 
(b) below, 

Junior £1,200x 50 Must be a registered 
assistant 1,500 medical practitioner. 
radiologist Married plus (a) 
a) below. Single plus 
(hb) below. 

One session per week. 


Anaesthetic 
registrar (1) 


£620-780 
820-860 


Krugersdorp: Medical 


i. registrar 


£620-780 
820-860 


Casualty 
officer (1) 


Vereeniging: Part-time 
radiologist 
(1) 
Medical £1,000x 50 Knowledge and ex- 
Officer-in- ~1,200 perience of Spa- and 
Charge (1) Physical treatment. 
Plus £180 per an- 
num house allow- 
ance. Married plus 
(a) below. Single 
plus (+) below. 
(a) £320 per annum cost-of-living allowance. 
(+) £100 per annum cost-o*-living allowance. 
fc) £60 per annum temporary allowance. 


£205 per 
annum 


Warmbad 


Full-time employees receive in addition to their salaries and 
cost-of-living allowance, the following privileges: Leave and rail 
concession, 

Closing date of applications: 16 June 1952. 

Application forms are obtainable from the Provincial Secre- 
tary, Hospital Services Branch, P.O. Box 383, Pretoria. (35471) 
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Provincial Administration of the Cape 
of Good Hope 


HOSPITALS DEPARTMENT 


Applications are invited from registered medical 
for two sts of Honorary Anaesthetist at t 
Hospital, Wynberg. 

The appointment will be for 5 years, but may be terminated 
before the end of that period if and when the medical 
staffing of the hospitals is reorganized. 

Applications containing particulars of age, qualifications, 
experience, etc., with copies of recent testimonials should be 
forwarded to reach the undersigned not later than noon on 
Saturday, 28 June 1952 


ractitioners 
Victoria 


I. P. Walton 
Acting Branch Representative 
Hospitals Department 20274 
58 Loop Street 
Cape Town 


Transvaal Clothing Industry Medical 
Aid Society 


P.O. Box 3079, Johannesburg 
GYNAECOLOGIST 


Telephone 22-9384 


Applications are invited from fully qualified (bilingual) 
registered gynaccologists for the part-time post of gynaecologist 
to the above Society. 

Further information will be given by the Secretary to bona 
fide applicants. 

Applications must reach the Secretary not later than Monday, 
23 June 1952. 


Helen Joseph 
Secretary 


Transvaal Jewellers’ and Goldsmiths 
Sick Benefit Fund 


APPOINTMENT OF PART-TIME DENTAL OFFICER 


Applications are invited from dentists for the position of part- 
time Dental Officer to the above Sick Benefit Fund. The Fund 
has approximately 200 European members. Applications must 
reach the Secretary not later than 14 June 1952. Further 
information may be obtained from the Secretary, Box 8530, 
Johannesburg, or Telephone 33-4056 


Wanted 


Position for English (male) doctor trained in India but unable 
to - registration in South Africa, 51 years of age, competent 
and able to meet the public easily, seeks appointment as a 
firm's representative or in other work in which his training 
and experience can be utilized 

Communicate through Dr. Alan Taylor, McCord Zulu 
Hospital, Durban. 


Wanted 


Wanted for practice in British Colony with good climate. 
eneral surgeon with considerable gynaecological experience 
essential; M.R.C.O.G.. an advantage. Write 


Y.", P.O. Box 643, Cape Town. 


JOURNAI 


7 June 1952 


Siekefonds van die Suid-Afrikaanse 


Spoorwee en Hawens 
AANSTELLING VAN SPOORWEGDOKTER: ZOUTRIVIER 


Aansocke word van geregistreerde mediese praktisyns ingewag 
vir die betrekking van Spoorwegdokter, Zoutrivier, teen ‘n 
salaris van £521 per jaar, plus £160 per jaar raadplegingstoelae 
~ die gelde en toelaes wat in die regulasies van die Sieke- 
onds voorgeskryf word, en met die reg om privaat te 
praktiseer. 

Die salaris is onderhewig aan wysiging in ooreenstemming 
met die sensus van lede wat op | Rorit van elke jaar 
afgeneem moet word. 

ie aanstelling geskied kragtens die regulasies van die Fonds 
en opsegging van dienste is onderworpe aan vier maande 
kennisgewing deur een van beide partye. 

Die suksesvolle applikant moet in die geneeskundige distrik 
woon, diens aanvaar op ‘n datum wat gereél sal word, en sy 
pligte ———a die regulasies van die Fonds uitvoer. 

moet die Distriksekretaris, Distriksiekefondsraad, 
Security-gebou, Kaapstad, nie later nie as 30 Junie 1952 bereik, 
en applikante moet die volgende vermeld: 

. Volle naam. 
Kwalifikasies (waar en wanneer verkry). 
. Ondervinding (waar en wanneer verkry en opgedoen). 
Datum van geboorte. 
Land van geboorte. 
. Getroud of ongetroud. 
. Of ten volle tweetalig. 
. Of Suid-Afrikaanse burger. 
. Watter staatsbetrekking, indien enige, beklee word. 
Werwing deur of ten behoewe van enige applikant ste! so ‘n 
applikant bloot aan diskwalifikasie. 

nige verder besonderhede wat verlang word, kan op aan- 
= van die Distriksekretaris by bovermelde adres verkry 


word. 

P. J. Kiem 
Johannesbur Hoofsekretaris 
7 Junie 1952 


lity of Cape Town 
VACANCIES FOR SIX HOUSE PHYSICIANS 


Applications are invited from medical practitioners for the 
positions of House Physician at the City Infectious Diseases 
Hospital, Brooklyn Hospital for Chest Diseases, and Langa 
Native Hospital. Appointment to the latter two hospitals is 
recognized by the South African Medical Council as com- 
—s ‘internship’ in terms of the Medical, Dental and 
harmacy Act. ¢ appointment will endure for a period of 
six months and the salary will be at the rate of £360 r 
annum less £96 per annum if board-residence, etc., is peovided, 
plus temporary cost-of-living allowance at statutory rate. 
Board-residence will be provided in respect of the positions 
at the City Hospital and Brooklyn Hospital for Chest Diseases 


only. 

The successful applicants will be required to commence duty 
on 16 July 1952. 

Applications endorsed * Medical Appointments’, stating age, 
qualifications, house appointments already held if any. and 
other experience, accompanied by copies of not more than 
three recent testimonials, and addressed to the Medical Officer 
of Health, 12 Keerom Street, Cape Town, will be received up 
to noon on 21 June 1952 


City Hall 
Cape Town 
22 May 1952 


M. B. Williams 
Town Clerk 
6235 


Wanted 


Post wanted as assistant or locum in Cape Town area. Write 
‘A. L. P.O. Box 643, Cape Town. 


‘~ Mepicat House, 35 Wale Street, Cape Town 


=t.Printed by Cape Times Ltd., Parow, and Published by the Proprietors, THe MepicaL ASSOCIATION OF SOUTH AFRICA, 
) P.O. Box 643. Telephone 2-6177 


Telegrams: ‘Medical’ 


S.A. TYDSKRIF VIR GENEESKUNDE 


5 good reasons 


WHY WATSON X-RAY EQUIPMENT 
GIVES UNFAILING SERVICE 


incidence of faults is re- 

duced to the minimum by 
tests at every stage of manu- 
facture ; nothing leaves the 
factory until it is as perfect 
as skill and knowledge can 
make it. 


It is designed by men of 

wide experience in every 
aspect of electrical and 
mechanical engineering in- 
volved, and possessing a 
practical knowlege of radio- 
logical requirements. 


No design is based upon 

empiricism; the exten- 
sive research facilities of the 
G.E.C. Research Laboratories 
are employed to prove new 
theories—to investigate new 
methods and materials, and 
thus to promote progress. 


The most advanced pre- 

cision machinery is used 
in manufacture. Special jigs 
and tools ensure uniform 
accuracy and interchange- 
ability. 


Fully trained engineers 

who have devoted the 
whole of their working 
lives to X-ray work carry 
out installation and 
servicing. 


THE BRITISH GENERAL ELECTRIC CO., LTD. 


Box 2406, Johannesburg 
Box 1327, Cape Town 


Representing 


Box 922, Durban 
Box 42, Port Elizabeth 


Box 914, Bloemfontein 


Box 1070, Bulawayo 
Box 645, Salisbury 


WATSON & SONS (ELECTRO-MEDICAL) LIMITED 


| 7 Junie 1952 ig | 
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AURALGICIN in 


RATIONALE : 
To shrink inflamed mucosa and, by 
osmosis, establish full drainage from the 
middie ear.* 

To eliminate pain and infection. 


RESPONSE : 

Auraigicin is capable of an 

24 to 3% hours. 


in chrénic Otitis Media 


*Reid, W. Ogilvy, Brit. 
(1946) 648. Med, 


RATIONALE : 
To dissolve debris, deodorise, improve drainage and 
eliminate infection, at the same time to dry and 

harden the meatal skin.* 


RESPONSE : 
Improvement is noted early, but treatment may be 


necessary for some weeks before activity ceases 
or dry ear results. 


REFERENCE : 
“Reid, W. Ogilvy, Brit. Med, J. 1. (1946) 648. 


Full literature available on request to 
BRITISH CHEMICALS & BIOLOGICALS (S.A.) (PTY.) LTD., 
259 COMMISSIONER STREET, 

JOHANNESBURG. 


P.O. Box 5788. Phone: 23-1915. 


CHRONALGIC | 
REFERENCE : 


